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LATERAL ANASTOMOSIS OF THE INTESTINE—PHILIP SYNG PHYSICK 


“HE surgical career of Philip 
Syng Physick, favorite 
American pupil of John 

Hunter and first American to 
become house-surgeon in St. 
George’s Hospital, exemplified 
the teaching of the Hunterian 
School. Closely associated with 
Hunter as resident pupil for a 
year and a half with an addi- 
tional year spent as house-sur- 
geon, Physick absorbed his mas- 
ter’s enthusiasm and fondness 
for experiment. Hunter made use 
of Physick’s aptitude in this re- 
spect as is shown by a note in 
Hunter’s “ Treatise on the Blood, 
Inflammation, and Gun-Shot 
Wounds”’!: 

Many of these experiments were repeated by my 
desire, by Dr. Physick, now of Philadelphia, when 
he acted as house-surgeon at St. George’s Hospital, 
whose accuracy I could depend upon.? 

Few surgeons of a later day have done more to 
advance the methods of surgery than Philip Syng 
Physick. A study of his life and career impresses 
one with his ingenuity and resourcefulness as 
well as his sound knowledge of basic surgical 
principles. His fame rests upon his outstanding 
teaching ability and on numerous ingenious im- 
provements in the practice of surgery. The two- 


1 London, 1794. 
2 Footnote to Section VII, Chapter I, Part I. 





Putte SyNG Puysick® 
(1768-1837) 


volume ‘Elements of Surgery’’* 
published by Physick’s nephew, 
John Syng Dorsey,* is a carefully 
compiled and well-arranged trea- 
tise drawn largely from Physick’s 
lectures on surgery which he be- 
gan to deliver to students shortly 
after his appointment as attend- 
ing surgeon to the Pennsylvania 
Hospital. Physick inaugurated 
private lectures in surgery in 1800, 
and in 1805 his appointment as 
Professor of Surgery in the Uni- 
versity of Pennsylvania gave him 
the widest possible field for the 
dissemination, to eager American 
students, of the surgery of John 
Hunter. Dorsey’s ‘ Elements” 
records scores of useful surgical 
procedures inaugurated by Physick, many of 
which were unique. Physick greatly improved 
Desault’s splint for the treatment of fracture of 
the femur, providing by this improvement better 
immobilization and insuring greater comfort for 
the patient. He advocated a successful method 
of stimulating bony union in cases of ununited 
fractures, and was the first American to wash out 
the stomach by means of a gum elastic tube with 
syringe attached.® At the time, he was unaware 

3 First edition, Philadelphia, 1813. 

4 John Syng Dorsey, 1783-1818. 

5 From an engraving by Dodson. 


® His report of this case was published in the Electic Repertory and 
Analytical Review, Vol. IIL, Philadelphia, 1813. 
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of the earlier work of Alexander Monro, Jr., of 
Edinburgh, who had advocated this procedure in 
his inaugural thesis published in 1797.!_ Appar- 
ently neither Physick nor Monro had noted the 
article by John Hunter in which was detailed the 
use of a flexible tube for the purpose of conveying 
food into the stomach. Hunter’s case was entitled 
“A Case of Paralysis of the Muscles of Degluti- 
tion Cured by an Artificial Mode of Conveying 
Food and Medicinesinto the Stomach.”? Physick 
greatly improved the instruments used in lithot- 
omy in which he was an expert operator. One of 
Physick’s famous cases is the operation for lithot- 
omy which he performed in 1831 upon Chief 
Justice Marshall* who was at the time in his 
seventy-fifth year. His improvements in the 
method of excising diseased tonsils and hemor- 
rhoids are well known. Division of stricture of 
the urethra by means of a cutting instrument was 
first performed by Dr. Physick in 1795, with in- 
struments of his own devising. He was a pioneer 
in experimental work on absorbable ligatures of 
animal origin. The second edition of Dorsey’s 
“Elements of Surgery’”’* contains the following 
paragraphs: 


Shortly after the first edition of this work was pub- 
lished, Dr. Physick suggested to the author the 
propriety of testing by experiment, the value of an 
improvement he had long contemplated in the 
formation of ligatures—this was accordingly done, 
and has resulted in the substitution of certain animal 
substances for the materials formerly employed. . . . 

The first experiment made to ascertain the correct- 
ness of these opinions, was the application of a buck- 
skin ligature to a large artery in a horse. It re- 
strained the bleeding and was discharged in a liquid 
state in two or three days. 

Some time after this experiment, Dr. Hart- 
shorne® employed ligatures of animal matter for 
securing the blood vessels in the human subject. 
He amputated a leg at the Pennsylvania Hospital, 
and tied up the vessels with strips of parchment, 
which were found to answer extremely well. At the 
first dressing the ligatures were found dissolved, 
and never occasioned any inconvenience. 

Pursuing the enquiry, I performed a number of 
experiments with various animal substances, as cat- 
gut, parchment and various kinds of leather. 


In many respects, however, Physick’s opera- 
tion for the cure of artificial anus by a lateral 


_! Physick calls attention to this thesis in a subsequent communica- 
tion to the editor of the Electic Repertory and Analytical Review. 

2Hunter’s paper was read before the Society for the Improvement 
of Medical and Chirurgical Knowledge in September, 1790 and was 
published in the Society Transactions, 1793. 

3John Marshall, 1755-1835, Chief Justice of the United States, 
1801-1835. 

4 Philadelphia, 1818. 

5 Joseph Hartshorne, 1779-1850, eminent Philadelphia surgeon. 


anastomosis of the gut showed superior knowl- 
edge of physiology and of the principles of sur- 
gery. Due to gangrene incident to a strangulated 
hernia, an artificial anus was occasionally met 
with. Physick’s famous case was operated upon 
in 1809. He subsequently described the case in 
lectures to his classes, and Dorsey’s description 
appeared in his “Elements” in 1813. Later a 
full report prepared by Dr. B. H. Coates ap- 
peared in Volume II of the North American 
Medical and Surgical Journal. Dorsey’s “Ele- 
ments” contains the paragraph published here- 
with in facsimile. The report of Dr. Coates 
gives in greater detail a description of the oper- 
ation: 


The two ends of the intestine were found, by a 
careful examination, to adhere to each other for 
some distance; and the form, thus presented, has 
been compared in this case, to that of a double 
barrelled gun. 

The next method proposed by Dr. Physick, was 
to cut a lateral opening through the sides of the 
intestine, where they were adherent. But, not 
knowing the extent of the adhesion inwards, he 
thought it necessary to adopt some preliminary 
measure for ensuring its existence to such a depth 
as might admit of the contemplated lateral opening, 
without penetrating the cavity of the peritoneum. 
By introducing his finger into the intestine through 
one orifice, and his thumb through the other, he 
was enabled to satisfy himself that nothing inter- 
vened between them, but the sides of the bowel. 
He was thus enabled, without risk, to pass a needle 
armed with a ligature from one portion of the intes- 
tine into the other, through the sides which were in 
contact, about an inch within the orifices; which 
ligature was then secured with a slipknot. 

This operation was performed on the 28th day of 
January, 1809. 

After about three weeks had elapsed, concluding 
that the required union between the two folds of 
peritoneum was sufficiently ensured, Dr. Physick 
divided with a bistoury all the parts which now re- 
mained included within the noose of the ligature. 
No unfavourable symptom occurred in consequence. 


Two or three weeks subsequent to the com- 
pletion of the lateral anastomosis, faecal matter 
passed through the new opening and was voided 
through the natural channel; occasionally, how- 
ever, through the artificial opening. The patient 
was discharged from the Pennsylvania Hospital 
before the external opening had entirely closed, 
which according to Dr. Dorsey ultimately 
occurred. 

An earlier procedure seeking a remedy for this 
distressing condition appeared in a paper by 
Christianus Ernestus Schmalkalden published in 








- 2 ae 


on. 


oo 


an 





—_— 








LANDMARKS IN SURGICAL PROGRESS 409 


In a patient with artificial anus at the Pennsylvania 
Hospital Dr. Physick performed an operation, which 
will probably be found to afford complete relief in many 
similar cases. The sides of the intestine in this in- 
stance, were consolidated laterally, or in Mr. Cooper’s 
language, like a double-barrelled gun. In order to en- 
sure this union a ligature was passed through the in- 
testine and suffered to remuin a week, keeping its sides 
in close contact, after which Dr. Physick cut a hole in 
the side of the intestine where the two portions had 
thus united, and by stopping the external orifice, the 
feeces regained their natural route, the external aperture 
was afterwards healed, and the patient relieved from his 
most loathsome complaint; he has for several years en- 
joyed perfect health.* 

Facsimile of first published report of Physick’s anas- 


tomosis of the intestine—Dorsey’s ‘Elements of Surgery,” 
Philadelphia, 1813. 


1798.1 Schmalkalden’s pamphlet was probably 
unknown to Physick. Desault? had advocated 
the removal of the dividing septum between the 
two loops of gut which he called the “spur.” In 
his lectures on clinical surgery, Dupuytren® cites 
a case which came under his care in 1809 in which 
the idea of dividing the septum, creating a lateral 
anastomosis, occurred to him. Recognizing, how- 
ever, the facility with which serous membranes 
unite, he advocated passing a ligature through 
the adherent sides of both ends of the intestine 
as far as possible from the projection of the spur, 
the opening made by the ligature later to be en- 
larged so as to admit a piece of braid, thus making 
it possible to enlarge the opening still further by 
means of a perforating instrument. It does not 
appear that Dupuytren actually performed the 
operation until 1813. In his “Clinical Lectures’ 
describing Case II he said: 


I resolved therefore, on perforating this septum, 
and then pierce it with a needle carried as high as 
possible into the cavity of the upper end, its point 
being received in the cavity of the lower end and 
drawn out. A ligature with which the needle was 
armed was left in the opening thus made. 

A few days after, a larger ligature was introduced 
through the aperture. From that time, gas began 
to escape from the natural anus. The size of the liga- 
ture was increased at each dressing, and in eight 
days the patient passed his feces by the funda- 
ment... 

Desirous of removing completely the disease, I 
thought that the portion of the septum above the 
aperture made by the needle ought also to take on 

1“Nova methodus intestina continui solutione facta uniendi, et 


anum artificiatem persanandi observatione superstructa,” pp. 32, 
Wittenbergae, 1798. 


? Pierre-Joseph Desault, 1744-1705. 
3 Guillaume Dupuytren, 1777-1835. 
‘Paris, 1832, Vol. II, p. 464. 


the adhesive process; and that it might be divided 
with as little danger as the part below; and therefore 
determined to make the attempt. This consisted in 
an incision every three or four days at the distance 
of half a line from the upper part of the septum, by 
means of blunt scissors directed on the index finger. 
These incisions, small in extent, and not passing be- 
yond the limits of the already established adhesions, 
increased the aperture of communication so much, 
that the faces were discharged by the natural anus. 


Dupuytren reports that, yielding to the impor- 
tunities of his patient, he completely divided the 
septum and a few hours later his patient showed 
symptoms of peritonitis which resulted in death. 
Dupuytren, however, continued to advocate the 
procedure and his “Lectures on Clinical Sur- 
gery” contains his summary of the experience of 
himself and others: 


From 1813 to 1824 forty-one operations of this 
nature have been performed, twenty-one by our- 
selves, and twenty by other surgeons, amongst whom 
we name with pleasure M. Lallemant, of Mont- 
pelier. Three-fourths of them were in consequence 
of gangrene following strangulated hernia, and the 
remaining fourth of wounds with more or less con- 
siderable loss of substance of the alimentary canal. 
Of these forty-one cases three have died; one from 
supposed effusion of fecal matter, one from indiges- 
tion, and a third from acute peritonitis. Of the 
thirty-eight remaining, the majority had not an 
unpleasant symptom: some it is true suffered from 
colic, nausea, and even vomiting, but they were 
soon relieved by effervescent draughts and the 
application of leeches to the anus, and emollient 
fomentations to the abdomen. 

The cure has not been equally perfect in all these 
cases. In nine there have remained fistulas of various 
extent, obliging the patient to wear constantly a 
bandage in order to prevent the escape of flatus, 
mucous, bilious or fecal matter. The other twenty- 
nine were radically cured in from two to six months. 
The fatality has therefore been one in fourteen; and 
taking away the one who perished accidentally from 
indigestion, it is reduced to one-twentieth of the cases 
operated upon; a result much more favorable than 
generally obtained in great surgical operations. 
Lastly, it is to be remarked, that the last fourth of 
patients, although less fortunate and obliged to 
wear a bandage with a pad, were in a situation in- 
comparably preferable to that in which they had 
previously existed. 

Philip Syng Physick was born in Philadelphia 
in 1768. He was prepared for college under 
Robert Proud, and entered the University of 
Pennsylvania, receiving his A.B. degree in 1785. 
Shortly thereafter he enrolled as pupil apprentice 
under Dr. Adam Kuhn® attending in addition 


5 Adam Kuhn, 1741-1817, professor of materia medica and botany 
in the Philadelphia College of Medicine. 
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lectures in the University. After an apprentice- 
ship of three and a half years, he accompanied his 
father to Europe and enrolled as a student under 
John Hunter, the leading English surgeon and 
physiologist of the day. In May, 1791, upon the 
completion of a one year surgical residency in 
St. George’s Hospital, he was admitted a licentiate 
of the Royal College of Surgeons. He then pro- 
ceeded to Edinburgh where after one year of study 
he was granted the degree of Doctor of Medicine. 
He returned to Philadelphia in the fall of that 
year. In 1794 he became one of the surgeons of 
the Pennsylvania Hospital, and in 1805 was elected 
Professor of Surgery in the University of Penn- 
sylvania. In 1807, his nephew, John Syng Dorsey, 
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was made his adjunct in the Department of 
Surgery. He was an impressive lecturer, usually 
reading his lectures from manuscripts or using 
copious notes. In 1819 he resigned the chair of 
surgery and was transferred to that of anatomy. 

For more than a third of a century, Physick was 
the surgical mentor of thousands of students, and 
his surgical teaching widely disseminated through 
his pupils and through Dorsey’s ‘“ Elements” 
pointed the way to greatly improved surgical 
practice. Probably no surgical teacher in America 
exercised so wide an influence as did Physick. He 
brought to America the surgery of John Hunter 
and has deservedly received the appellation ‘The 
Father of American Surgery.” 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


EYE 


Gill, W. D.: Ocular Symptomatology in Dengue. 
Based on an Analysis of 1,241 Cases. Arch. 
Ophth., 1928, \vii, 628. 


In dengue fever the ocular symptoms are a strik- 
ing feature of the early stages of the disease. During 
an epidemic in 1923, 1,241 patients with dengue 
fever were admitted to the Station Hospital at Fort 
Sam Houston, Texas. In these cases, photophobia 
was an early symptom, often preceding all others, 
and was most marked during the first day or two. 
Quite intense retrobulbar pain and headache were 
present in every case. These symptoms were as 
characteristic of the condition as the dermatological 
signs and adenopathy. Other symptoms included 
conjunctival congestion, ciliary injection, lachryma- 
tion, and globar tenderness. 

No organism was found to account for the con- 
junctival hyperemia. Engorgement of the retinal 
blood vessels was a constant finding. It began early 
and was most marked on the third or fourth day 
when the headache and retrobulbar pain were also 
most intense. Concurrently there was some degree 
of hyperemia of the optic nerve head without swell- 
ing or blurring of the disk margins. In some of the 
cases, weakness of accommodation became at times 
so marked that the author considered it a paralysis 
of the ciliary muscle. No iridoplegia attributable to 
dengue was found. Vircit Wescott, M.D. 


Weymouth, F. W., and Others: Visual Acuity with- 
in the Area Centralis and Its Relation to Eye 
Movements and Fixation. Am. J. Ophth., 1928, 
xi, 947. 

This article reports an investigation of the visual 
acuity of a central retinal region (including the 
fovea) with a radius of 85’ or 0.42 mm. from the axis 
of fixation. The method of observation yielded sig- 
nificant results to three observers. ‘These are sum- 
marized as follows: 

1. In the light-adapted eye a uniform sensory 
gradient is shown to exist in the central retinal area 
similar to that found in the entire retina (Wertheim, 
Aubert, Fick, and others). The visual acuity attains 
a sharp maximum at the axis of fixation. It de- 
creases rapidly but regularly in all directions. It 
shows no breaks or marked variations in rate of 
change at the margins of any of the known anatomi- 
cal areas (fovea, rod-free area, pigmented area or 
macula, non-vascular area). 

2. For two observers a significant difference is 
shown to exist between direct fixation and 22’, and 
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for one observer for 11’, showing that the gradient 
continues to the very center of the retina. A similar 
retinal gradient is indicated by Wertheim to 2° 30’, 
and by Aubert to 1° 15’. 

3. The horizontal and vertical meridians (the only 
ones tested) are shown to have different rates of de- 
crease of visual acuity from the axis of fixation. 

4. The acuity is shown to be higher when the 
lines of the test object point toward the axis of 
fixation. 

5. These results strongly support the view that 
the sensory gradient is the basic factor in eye move- 
ments and fixation. 

Among the factors affecting monocular visual 
acuity may be included the following: 

A. Factors related to the eye: 

1. Sensibility of the retina, varying with: (a) age 
and sex, (b) retinal adaptation, and (c) topography 
of the retina. 

2. Refractive condition of the eye, varying with: 
(a) age and sex, (b) refractive errors. 

3. Pupillary diameter. 

4. Eye movements. 

B. Factors related to the stimulus: (1) size of test 
object, (2) type of test object, (3) brightness of gen- 
eral illumination, (4) contrast between object and 
background, (5) time of exposure of object, and (6) 
wave length of light used. 

For calculation of the size of retinal images and 
visual angles, the following method was used: Let 
x equal the distance of the object from the first 
focal point; y, the size of the object; y’, the size of 
the retinal image; wf, the angle in radians sub- 
tended by the object at the first nodal point and by 
the image at the second nodal point; and F, the re- 
fractive power of the eye (58.64D. for Gullstrand’s 
a. 


~=wf, and y’= 


schematic eye). Then y'(F-! x 
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Peterson, R. A.: Iris Prolapse from Corneal Ulcer: 
Treatment by Conjunctival Flap. Am. J.Ophth., 
1928, xi, 979. 


eas 
F. 


y approximately = 
Lesiie L. McCoy, M.D. 


Prolapse of the iris following corneal ulcer and 
perforation is common in China. Peterson reports 
thirty-eight cases. Twenty-nine of the patients were 
males. The ages ranged from eight to fifty-two 
years. In thirteen cases both eyes were involved. 
In four of these there was gonorrhceal conjunctivitis. 
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Three patients were syphilitic and nineteen showed 
poor general nutrition. In thirty-six cases the lesion 
was located in the upper half of the cornea. 

The prolapse varied from 2 to 10 mm. in diam- 
eter. The pre-operative treatment consisted in meas- 
ures to clear up the conjunctival inflammation. 
Trachoma was not regarded as a contra-indication 
to operation unless it was active. Lachrymal drain- 
age was investigated. For several days preceding 
the operation, silver nitrate and atropin in 1 per 
cent solutions were used routinely. In all except the 
cases of the younger patients the operation was done 
under local anasthesia. A large conjunctival flap 
was made and two mattress sutures were introduced 
into it. The prolapsed iris was then excised and the 
sutures were tied. On completion of the operation, 
atropine sulphate and one of the solutions of silver 
proteid were instilled, a firm dressing was applied 
over both eyes, and the patient was kept in bed 
for a day. 

Kuhnt’s pedunculated flaps were found unsatis- 
factory, as were also single sutures. 

The minimal time it was necessary to keep the 
flap in position to secure good results was six days. 
The sutures were removed on the seventh day and 
the patient was allowed to open the eyes on the 
eighth day. Optical iridectomy was done after the 
second week. The false pterygium remaining after 
retraction of the excess of conjunctival tissue was 
not disturbed for at least two months. Visual iridec- 
tomy was done in twenty-eight cases. 

In twenty-eight cases in which a good operative 
result was obtained there was definite improvement 
of vision ranging from 20/200 to 20/20. 

Lestire L. McCoy, M.D, 


Mills, L.: Modern Cataract Surgery. J. Am. M. Ass., 
1928, xci, 1979. 

Mills discusses postoperative iritis and prolapse of 
the iris. 

Postoperative iritis is of four types: (1) traumatic 
iritis, (2) endophthalmia phaco-anaphylactica, (3) 
endogenous iritis, and (4) exogenous iritis. 

Traumatic iritis is caused by rough or excessive 
manipulation of the tissues, irritation from hard 
fragments of lens remaining in the eye, tissue inclu- 
sions in the wound due to poor operative technique, 
pressure and drag on the incarcerated iris tissue, and 
a drag on the intact iris by herniation of the vitreous 
into the anterior chamber. 

Endophthalmia phaco-anaphylactica may be pre- 
vented by careful expression and irrigation of loose 
lens cortex and in some cases by irrigation of the 
anterior chamber with warm half-normal saline solu- 
tion (Reese), which gives definition to the lens sub- 
stance that otherwise is not visible. Mills states that 
in his experience irrigation has never been followed 
by iritis. 

Endogenous iritis develops from one to several 
weeks after any form of cataract operation as the 
result of unrecognized focal or systemic disease such 
as dental abscesses and intestinal infections. 


Exogenous iritis is due to infection of the tear sac 
and bacterial invasion by way of tissue incarcerated 
in the wound. 

Prolapse of the iris may be primary or secondary. 
Primary prolapse is due to prolonged fixation of the 
globe and iris following the knife blade through the 
incision. Secondary prolapse is caused by trauma 
due to awkward operative manipulations, excessive 
pressure, too small an incision, the pressure of defec- 
tive dressings, meddlesome and too early inspection 
of the wound, strains and assaults during conva- 
lescence, defective incisions, delay of healing, and 
the omission of iridectomy. 

Until recently, the treatment of the incision in 
cataract surgery has been out of line with the treat- 
ment of other presumably clean operative wounds, 
i.e., full suture of the wound to prevent infection and 
restore the normal relations. Failure to suture the 
operative wounds of the eyes has been the chief 
single cause of infection from without and the ex- 
trusion of the intra-ocular contents. ‘These compli- 
cations may be avoided by covering the wound witha 
narrow but complete flap of conjunctiva formed 
during the incision or before, closing the flap over 
the sclerocorneal wound, and fixing it with about 
five interrupted sutures placed with regard to the 
peculiarities of the wound. Lest L. McCoy, M.D. 


Greear, J. N., Jr.: Sarcoma of the Choroid. Virginia 
M. Month., 1928, |v, 633. 


The most common malignant intra-ocular tumor 
is sarcoma of the choroid. The development of this 
neoplasm shows the following four stages: 

1. An early stage, which may or may not be ac- 
companied by detachment of the retina or disturb- 
ance of vision. 

2. A glaucomatous stage, in which the eye usually 
assumes the appearance of acute congestive or abso- 
lute glaucoma. 

3. A stage at which the tumor has extended be- 
yond the confines of the globe. 

4. Astage at which metastatic nodules are formed 
in the internal organs, most frequently the liver. 

Years usually pass before the sarcoma has run its 
course although its growth becomes more rapid in 
the later stages. 

In the diagnosis, the intra-ocular tension is of sig- 
nificance because it is normal or increased whereas 
in simple detachment of the retina it is usually sub- 
normal. Transillumination is of great aid. A care- 
fully taken history regarding the vision in the eye 
prior to the attack and regarding the tension and 
refraction of the other eye is of importance. Local- 
ized varicosities of the anterior ciliary vessels and 
unusual pigmentation are of significance. 

Sarcoma of the choroid appears between the 
fifteenth and eighty-fifth years of age, but is most 
common between the fortieth and sixtieth years. 
Its prognosis is always grave. Metastases are 
usually formed within a few months after enuclea- 
tion, but may not cause death until after from five to 
ten years. 
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The treatment is simple enucleation unless the 
tumor has extended beyond the globe, when exen- 
teration of the orbit followed by radium and X-ray 
therapy is necessary. 

The author reports six cases and draws the follow- 
ing conclusions: 

1. Blind, painful, disfiguring eyes should be enu- 
cleated as malignancy is occasionally present in such 
eyes though not demonstrable. 

2. Routine examination of the fundi is very neces- 
sary as sarcomata are sometimes found in apparently 
normal eyes. 

3. Careful notes of repeated observations of sus- 
picious pigmented deposits in the choroid are of im- 
portance. 

4. Early choroid sarcomata simulate exudative 
choroiditis. 

5. Early diagnosis and prompt radical eradication 
are essential. Lesiie L. McCoy, M.D. 


Lamb, F. W.: The Diagnostic and Prognostic Sig- 
nificance of Retinal Hemorrhage. Ohio State 
M.J., 1928, xxiv, 949. 


Retinal hemorrhages may occur in any of the 
layers of the retina. Their anatomical location is an 
important factor in the prognosis as to vision. 

Except in cases of obstruction or injury, the 
primary cause of retinal haemorrhage is disease of 
the blood-vessel walls. Retinal haemorrhages occur 
most commonly in nephritis associated with neuro- 
retinitis. When there is a well-developed retinitis, 
the prognosis as to life is poor. 

In arteriosclerosis, retinal hemorrhage is common 
and indicates that the blood-vessel walls are con- 
siderably weakened and that apoplexy is impending. 

In diabetes, retinai hemorrhages are usually 
round and punctate and occur near the macula. 
The prognosis for life is better than in albuminuric 
retinitis. 

In leukaemia, the hemorrhages usually occur in 
the fiber layer and near the periphery and have a 
white spot in the center. The prognosis is poor for 
vision and life. 

Hemorrhages seen in the retina in a case of 
anemia point to the diagnosis of pernicious anemia. 

In thrombosis of the central retinal vein, hamor- 
rhages are exceedingly numerous. 

When the diagnosis of choked disk is uncertain, 
a hemorrhage at the margin of the disk eliminates 
the doubt. 

Retinal hemorrhages occur in from 30 to 40 per 
cent of newborn infants. In such cases they usually 
become absorbed without loss of vision. 

An aid in the diagnosis and study of retinal hem- 
orrhages is the use of the red-free light in the oph- 
thalmoscopic examination. Lyman A. Copps, M.D. 


Mengel, W. G.: Retinal Disease with Massive 
Exudation; Report of a Case. J. Med. Soc. N. 
Jersey, 1928, xxv, 788. 


The case reported was that of a boy six and a half 
years old who was first seen by the author after 


vision in the right eye had been failing for a year. 
There was no history of trauma or previous in- 
flammation. The findings of a general physical 
examination suggested the presence of pulmonary 
tuberculosis and infection of the right maxillary 
sinus. On ophthalmoscopic examination the vi- 
treous was found filled with dust-like opacities, the 
nerve head was indistinct, and an immense, opaque, 
dense, yellowish-white mass encircling the macula 
and crossed by retinal vessels was seen. The sur- 
face of the mass was elevated and had a mottled, 
cumulus-cloud appearance. Its margins merged 
into the surrounding retina, and areas of patches 
were seen in different parts of the fundus, chiefly 
along large vessels. No haemorrhages were visible. 

Eight months later the opaque mass was larger 
and extended along the larger retinal vessels. In the 
nasal quadrant the retina was detached. The blood 
vessels were enlarged and tortuous. 

Nine months later the vessel changes were still 
more marked, coils of small vessels were more dis- 
tinct, the dilatations of the terminal branches of 
the superior temporal vein were larger and more 
numerous, and the white mass was larger. 

A month later, enucleation was performed be- 
cause of secondary glaucoma. 

Microscopical examination showed marked dis- 
organization of the retina and areas of newly 
formed fibrous tissue masses located chiefly in the 
nuclear layers. The neurogliar tissue was pro- 
liferated. Some of the larger vessels, especially the 
veins, were enormously dilated, and the walls of 
the vessels, particularly those of the smaller arteries, 
showed marked disease changes, some of them pre- 
senting aneurismal dilatations. 

The vascular changes resembled those described 
by Coats and the miliary aneurisms described by 
Leber. Lyman A. Copps, M.D. 


EAR 


Mayer, O.: The Pathology of Otosclerosis. J. 
Laryngol. & Otol., 1928, xlili, 843. 

The author states that areas of otosclerosis are to 
be regarded as hyperplasias. This view is based not 
only on the histological appearance of the foci, but 
also on their multiplicity and typical and sym- 
metrical localization, the presence of minute islands 
of atypical tissue (constituting the points of origin 
in these areas), the simultaneous presence of mal- 
developments in the inner ear and other parts of the 
auditory organ, the general hyperplasia of the 
temporal bone, the association of the condition with 
blue sclerotics and osteopsathyrosis, Paget’s disease, 
and neurofibroma of the eighth nerve, and the 
hereditary character of the otosclerosis. 

James C. Braswe tt, M.D. 


Portmann, G.: Vasomotor Affections of the Inter- 
nal Ear. J. Laryngol. & Otol., 1928, xliii, 860. 


The author states that the angiospasmodic syn- 
drome of the labyrinth includes: (1) tinnitus, (2) 
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deafness, (3) vestibular hyperexcitability, and (4) 
sympathetic hypertonia. 

In addition to this syndrome of arterial resistance 
or hypertonicity of the labyrinth, there is the syn- 
drome of hypotonia or laxity with the classical signs 
of the sensorial suffering, but with vestibular hypo- 
excitability and sympathetic hypotonia. 

These two syndromes may alternate with each 
other. Different reactions of the vegetative system 
under the influence of various causes may be noted, 
but as a rule there is a hypertonic or parasympa- 
thetic syndrome which makes it possible to classify 
the subject as a vagotonic or sympathicotonic. In 
clinics there are seen fairly often persons in whom 
the disequilibrium seems to be caused by a global 
hyperexcitability of the vegetative nervous system. 
This state has been described as “‘neurotonia (Guil- 
Jaume), ‘‘total disequilibrium of the whole system”’ 
(Laignel-Lavastine), ‘‘vegetative dystonia’ (Si- 
card), and “amphotonia” (Danielopolu). 

However, this vegetative dystonia may occur in 
persons who are predominantly vagotonic, in others 
who are predominantly sympathicotonic, and in still 
others in whom hypertonia predominates over the 
sympathetic at the level of one organ of the body 
and the parasympathetic predominates at the level 
of another organ. 

Vagosympathetic disturbances and labyrinthine 
vascular spasms are due to most diverse causes. The 
causes may be mechanical, endocranial, toxic, or 
psychic. ‘The most important factors affecting this 
regulating apparatus are undoubtedly the action of 
the nervous system and the action of the endocrine 
glands. James C. Brasweit, M.D. 


Poe, D. L.: A Study of the Fossa Subarcuata as a 
Passageway for Infection from the Labyrinth 
to the Cerebellum. Ann. Olol., Rhinol. & Laryn- 
gol., 1928, xxxvii, 1167. 

In the temporal bone of the adult the fossa sub- 
arcuata is usually obliterated, but in some cases it 
may exist as a small depression lodging a process of 
the dura mater and in others it may persist in its 
embryonic state. In the latter instance it is a portal 
by which infectious organisms from the ear can enter 
the brain. 

The author reports a case of diffuse labyrinthitis 
in which the infection entered the brain through 
several openings in the petrous part of the temporal 
bone, but first and chiefly through the fossa sub- 
arcuata. James C, Braswe tt, M.D. 


NOSE AND SINUSES 


Carter, W. W.: The Prevention of Nasal Deformities 
Following the Submucous Operation. Arch. 
Otolaryngol.,.1928, viii, 555. 


Submucous resection is the best method yet de- 
vised to correct a deflected septum with obstruc- 
tion. Certain precautions are necessary to guard 
against deformities. ‘The operation should not be 
performed before the eighteenth year of age unless 


the indications are urgent. As the upper edge of the 
septum is an important part of the nasal arch, it 
must not be dislodged. The free edge of the quad- 
rangular cartilage is an important vertical support. 
The septum should be removed by means of punch 
forceps without traction on the dorsal segment. 
Deformities resulting from this operation are best 
corrected by a conjoined bone and cartilage graft 
taken from the patient’s ribs. Correction may be 
made also with bone or cartilage alone. 

The article contains several photographs of cor- 
rected external deformities. W. M. Paton, M.D. 


Lederer, F. L., and Livingston, G. S.: Tuberculosis 
of the Nasal Accessory Sinuses. Ann. Otol., 
Rhinol. & Laryngol., 1928, xxxvii, 1176. 


The authors report a case of tuberculosis of the 
nasal accessory sinuses arising primarily as a tuber- 
culous osteitis of the cranial bones. The patient had 
complained for a number of years of frontal head- 
aches accompanied by vertigo and nausea. Eventu- 
ally the condition caused epistaxis and swelling of 
the eyelids followed by blindness. The ocular fundi 
showed moderate optic neuritis. 

Rhinoscopic examination revealed enlarged infe- 
rior and middle turbinates and a small amount of 
granulation tissue in the middle meatus. In the 
roentgenogram a diffuse increase in the density of 
the sinuses was noted. 

At operation, the ethmoid and sphenoid were 
exenterated and tuberculous granulation tissue with 
typical tubercles and giant cells was removed. 

Vision did not return. About three weeks after 
the operation a swelling appeared over the glabella 
and the left supra-orbital ridge. When this was in- 
cised, pus was found exuding from the frontal si- 
nuses. The frontal sinuses were curetted. Recovery 
was good and vision began to return in one eye, but 
the patient left the hospital against orders and re- 
turned about five months later with a fatal tubercu- 
lous meningitis. Grorce R. McAuuirr, M.D. 


Lillie, H. I., and Lillie, W. I.: The Effect on Certain 
Syndromes of Chiasmal Tumor. Laryngoscope, 
1928, XXXVI, 701. 

Disease of the paranasal sinuses may be associated 
with chiasmal tumor and cause disturbances of 
vision not typically characteristic of either condition. 
Surgical treatment of disease of these sinuses should 
be instituted before the intracranial operation for 
chiasmal tumor. 

The ophthalmological syndrome of chiasmal tumor 
is characteristic and constant, whereas that of disease 
of the paranasal sinuses is not. 

The rhinological manifestations of disease of the 
paranasal sinuses are not always characteristic, and 
the relative importance of such disease, so far as vis- 
ual disturbances are concerned, is difficult to eval- 
uate. The incidence of visual disturbance in frank 
disease of the paranasal sinuses is extremely low. 

The patient should be observed for a sufficient 
length of time for a satisfactory diagnosis to be made, 
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and in the study of the condition the ophthalmolo- 
gist, neurologist, and rhinologist should coéperate. 


Pfahler, G. E.: Roentgenological Signs Which 
Indicate Extension of Infection from the 
Ethmoid and Sphenoid Sinuses to the Base of 
the Skull. Arch. Ololaryngol., 1928, viii, 638. 


The study of infections of the ethmoid and sphe- 
noid sinuses requires a roentgenogram of the base of 
the skull. The roentgenological signs of deep peri- 
sinusitis or changes incident to chronic ethmoid- 
sphenoid sinusitis consist in a cloudiness with a 
vague shading off of the anatomical details, thicken- 
ing of the posterior and lateral wall of the sphenoid 
and ethmoid sinuses, and an area of increased density 
which indicates osteitis of the surrounding bone. 

This perisinusitis commonly extends into the 
middle fossa of the skull, but may involve also the 
petrous and mastoid portions of the temporal bones 
and even the posterior fossa. In some cases it is 
general and involves the base of the skull, but in 
others is confined to the side in which there is a deep 
sinusitis. ‘Therefore the conclusion may be drawn 
that it is an extension of the inflammation directly 
from the affected sinus. The author suggests that an 
effect on the sella turcica resulting from an extension 
of the inflammatory process may account for unex- 
plained anomalies which have been observed by 
roentgenologists for many years. 

Apotpeu Hartunc, M.D. 


Watson-Williams, P.: Optic Neuritis Following 
Sphenoidal Sinusitis Located by the Differen- 
tial Exploratory Test. Brit. M.J., 1928, ii, 1030. 

Definite optic neuritis with contraction of the 
visual fields has been known to result from chronic 
sphenoidal sinusitis. The saving of sight depends 
upon drainage and disinfection of the infected sinus. 
When the sinus is normal anatomically its drainage 
is not difficult, but when it is irregularly formed, as 
when one sphenoidal sinus is relatively large and the 
other is relatively small, the infected sinus may be 
entirely missed. 

The author reports a case in which the ocular dis- 
turbance began with iritis in the right eye. Later 
the left eye became involved and a diagnosis of optic 
neuritis was made. At this time there was no nasal 
discharge, and the nasal passages were negative. 
On endorhinoscopy, the minute vessels at the arch 
of the choana were found to be injected. Explora- 
tion of the sinuses revealed pus in the left antrum. 
The right antrum was sterile. The sphenoidal 
sinus, which was entered through the right nasal 
passage, contained blood but no organisms. The 
differential test demonstrated that the cannula in 
the right side of the nose and the cannula in the left 
side were both in the right sphenoidal sinus. The 
small left sphenoidal sinus was opened and mucopus 
was evacuated. Drainage was established through 
the nose. 

Three weeks after the sinus operation the vision 
had improved and the optic neuritis was less marked. 
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Three months later all evidence of injection of the 
retinal vessels had disappeared. 
Wim J. Pickett, M.D. 


PHARYNX 


Rigby, O. C.: Intramuscular Injections of Bismuth 
a Specific Treatment for Vincent’s Angina. 
Tri-State Med. J., 1928, i, 47. 

As infection with the spirochxte of syphilis re- 
sponds to treatment with arsenicals and also to in- 
jections of bismuth, it occurred to the author that 
bismuth might be equally effective against the 
spirochete of Vincent’s angina. 

He first made a local application of 10 per cent 
acid tartobismuthate of potassium. The result was 
good. In December, 1926, he first injected 0.02 gm. 
of potassium-bismuth tartrate with butyn. The in- 
jection was followed by permanent relief of the 
symptoms. The membrane disappeared and the 
smears became negative after twenty-four hours. 

Rigby reports sixteen other cases with good re- 
sults. In all, the smears were positive before the 
treatment and the symptoms ceased and the smears 
became negative within from twenty-four to forty- 
eight hours after the injection. The injection was 
made into the gluteal muscle. No local treatment 
was given. 

The author states that a number of other physi- 
cians have had equally good results from this treat- 
ment, no failures being reported. The throat lesions 
apparently respond more satisfactorily than the in- 
fection of the gums.  CHARLEs W. Freeman, M.D. 


NECK 


Chesney, A. M., Clawson, T. A., and Webster, B.: 
Endemic Goiter in Rabbits. I. Incidence and 
Characteristics. Bull. Johns Hopkins Hosp., Balt., 
1928, xliii, 261. 

Webster, B., Clawson, T. A., and Chesney, A. M.: 
Endemic Goiter in Rabbits. II. Heat Produc- 
tion in Goitrous and Non-Goitrous Animals. 
Bull. Johns Hopkins Hosp., Balt., 1928, xliii, 278. 

Webster, B., and Chesney, A. M.: Endemic Goiter 
in Rabbits. III. The Effect of the Administra- 
tion of Iodine. Bull. Johns Hopkins Hosp., Balt., 
1928, xliii, 291. 

CHESNEY, CLAWSON, and WessTER: In the course 
of experimental work on syphilis which was carried 
out on rabbits, the development of goiter was noted 
in 486 of the animals. 

Brown, Pearce, and Van Allen, in studying a series 
of 645 apparently normal rabbits, found the maxi- 
mum weight of the thyroid gland to be 1.73 gm. 
Marine has never observed a rabbit thyroid weighing 
more than 2 gm., even in animals obtained from 
goitrous regions. In the authors’ animals the gland 
often weighed considerably more than the maximum 
reported by other investigators. The maximum 
weight was 43 gm. Necropsy was performed on 
most of the rabbits within two hundred days after 
they were acquired. 
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There was nothing in the breed of the animals, 
their housing, or their diet which could have influ- 
enced the production of goiter. The goiters were 
easily recognized by palpation, and the progressive 
enlargement could be followed clinically. The mi- 
croscopic appearance of the enlarged glands was on 
the whole uniform, presenting hyperplasia with little 
or no tendency toward colloid formation. It was 
evident that the increase in the size of the gland had 
been brought about by the formation of many new 
follicles or an extension of those already in existence. 
The epithelium was columnar in type, and in many 
of the sections the follicles were ill defined or absent, 
being filled by the proliferation of epithelial cells. 
However, there were no in-foldings such as have 
been seen in exophthalmic goiter in man. 

In many of the animals with enlargement of the 
thyroid the suprarenal glands were also enlarged. 

The authors state that the essential cause of the 
development of the goiter has not yet been dis- 
covered. Although most of the animals had been 
used for the study of experimental syphilis, it was 
possible to demonstrate that syphilitic infection was 
not essential to the development of the condition. 
In many instances the enlargement of the thyroid 
was progressive and the animal subsequently died 
without any demonstrable cause for its death, but 
the extreme loss of weight was striking. Neither the 
behavior of the animals nor the microscopic appear- 
ance of the glands warranted the conclusion that the 
condition was similar to Graves’ disease in man. 

WessTeER, CLAwsoNn, and CHESNEY: The produc- 
tion of heat was studied in 96 “normal” and 45 
goitrous rabbits. 

In the ‘‘normal” rabbits the average metabolic 
rate was found to be 2.64 calories per kilogram per 
hour. Variations in body weight occurred without 
appreciably altering the basal rate. 

In the goitrous rabbits, the average heat produc- 
tion was 16.6 per cent lower than in the “normal” 
rabbits. The rabbits with the largest goiters showed 
the greatest depression in the metabolic rate. 

The heat production in the individual goitrous 
rabbits was practically constant over a period of one 
year, provided there was no great change in the size 
of the gland. 

Certain animals which died and for whose death 
no cause could be found showed an average increase 
of approximately 20 per cent in their metabolic rate 
during a period within two weeks of death. 

WEBSTER and CHESNEY: When iodine was admin- 
istered to rabbits with goiter the animals immediately 
became more alert and active, the metabolic rate 
rose rapidly, the body weight decreased, and the 
heat production increased. The behavior of the 
animals suggested strongly that an excess of thyroid 
secretion had suddenly been elaborated and poured 
into the system. In normal rabbits the administra- 
tion of an excess of iodine caused a temporary 
lowering of the metabolic rate and, in the thyroid 
gland, a diffuse outpouring of colloid with flattening 
of the alveolar epithelium. 


The severity of the reaction in the goitrous rabbits 
bore a direct relationship to the extent of the hyper- 
plasia. The iodine tended to bring about involution 
of the hyperplastic tissues. Areas of hyperinvolution 
of colloid adenomata were observed, but both diffuse 
and localized areas of persistent hyperplasia were 
noted, these resembling, respectively, the so-called 
miliary and small encapsulated adenomata. 

R. V. B. Suter, M.D. 


Else, J. E.: The Prevention of Recurrent Goiter. 
Surg. Clin. N. Am., 1928, viii, 1375. 

Else states that he has recently been seeing more 
recurrences following operation for goiter than 
formerly. The reason, he believes, is that most 
goiter operations are not being done by surgeons 
especially trained in goiter surgery. He states that 
recurrence can usually be prevented by: (1) careful 
pre-operative examination, (2) early operation before 
permanent lesions have been produced, (3) complete 
operation, and (4) saturation of the thyroid with 
iodine before and after operation. 

Jacos M. Mora, M.D. 


Finzi, N. S., and Harmer, D.: Radium Treatment 
of Intrinsic Carcinoma of the Larynx. Brit. 
M.J., 1928, ii, 886. 

After fifteen years’ experience the authors have 
come to the conclusion that radium should be buried 
in the tissues whenever possible. ‘They review 
fifteen cases of carcinoma of the larynx, in thirteen 
of which the diagnosis was confirmed by micro- 
scopic examination. 

The operation advocated closely resembles that 
of Bayet in which a large window is made in the 
thyroid cartilage, the framework left consisting 
of the four margins. The outer surface of the growth 
covered by the perichondrium is exposed and from 
five to ten platinum-iridium radium needles are 
inserted parallel with one another and _ vertical. 
These needles do not penetrate into the growth or 
into the larynx. When the growth is subglottic, the 
needles may occasionally perforate the air passage. 
Great care is taken to prevent sepsis. Linen threads 
soaked in a 1:1,000 solution of flavine are attached 
to the needles, tied together, and buried beneath 
the muscles. The wound is closed with double 
sutures, every other one of which is tied and the re- 
mainder of which are left untied until after removal of 
the radium. The incision is completely sealed with 
collodion. The other side is treated in the same way 
if it is involved by the growth. A low tracheotomy 
is performed last to prevent infection of the laryngeal 
wound. 

The needles are left in place for from four and a 
half to eight days. Following the removal of the 
needles the wound is thoroughly irrigated with 
peroxide or flavine and then completely closed unless 
pus is present. 

The reaction is rather severe and associated with 
oedematous swelling and inflammation. Frequently 
all signs of the growth have disappeared at the end 
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of six weeks, the cords remaining symmetrically and 
equally movable. At this time the tracheotomy 
tube may usually be removed. The applicators used 
are platinum needles 1 or 2 cm. long, with a wall 
thickness of 0.5 mm., containing 0.5 or 1.0 mgm. of 
radium. Ordinarily, eight needles containing 7 mgm. 
have been used for six or seven days. One-third of 
the cases reviewed received heavily filtered X-ray or 
irradiation two or three days before operation. If it 
is true that lethal doses delivered to parts of a tumor 
in vivo render the remainder of the growth more 
susceptible to moderate doses of irradiation, radium 
needles or seeds may produce better effects than 
homogeneous irradiation of the tumor. Lighter dos- 
age with less danger of sepsis is superior to heavier 
dosage. 

Of the fifteen cases reviewed, eight were in the 
early stages, five were in the advanced stages, and 
two were inoperable. In six of the eight early cases 
the growths entirely disappeared and the patients 
remained well for periods of from one to three years. 
Of the five patients with advanced cancer, one re- 
mained cured for four years; one developed a re- 
currence in the tracheotomy wound a year later and 
died eight months later; one developed stenosis and 
died of recurrence twenty-one months later; and 
one died of chloroform poisoning before the opera- 
tion was completed. Of the two patients whose 
condition was inoperable, having extended into the 
pharynx or the neck, one remained well for two and 
one-half years and then developed a recurrence, and 
the other died after fifteen months, probably of 
metastases. 

The authors state that the results are encouraging 
and that it is quite possible that radium irradiation 
may prove to be the best method of treating in- 
trinsic carcinoma of the larynx. A high incidence of 
cure can be expected in early cases in which the 
disease is found to be strictly localized to the vocal 
cords. 

The results are far superior to those obtained by 
operation since the voice was completely restored 
in six of eight cases and the larynx did not seem to 
be weakened in any way. There is no doubt that 
in advanced cases radium should always be tried 
before laryngectomy. If the disease is not com- 
pletely eradicated within three months, the radium 
treatment should be repeated or an operation per- 
formed. In inoperable cases, prolongation of life 
may be obtained by the methods described. 

A. James LARKIN, M.D. 
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New, G. B.: A Two-Stage Laryngectomy. 
Gynec. & Obst., 1928, xlvii, 826. 

If it becomes necessary to remove the larynx be- 
cause of a malignant growth it is of first importance 
to remove the growth completely and to guard the 
patient against reaction. The result should be a 
tracheal opening which does not require the use of a 
tube. After the old two-stage operation of Crile, 
the patient was usually obliged to wear a trache- 
otomy tube. The one-stage operation of MacKenty, 
while overcoming this disadvantage and being tech- 
nically more simple, requires a great deal of post- 
operative care from the surgeon and nurse. The 
two-stage operation now used by New seems to com- 
bine the advantages of both of these operations 
without the disadvantages of constant close post- 
operative care, drainage tubes, and many irrigations 
required by the one-stage operation and the tracheal 
stricture following the old two-stage operation. 

During the three-year period from 1925 to 1927, 
inclusive, 171 patients suffering from carcinoma of 
the larynx were examined in the Mayo Clinic and 
64 of them were operated upon. In 17 instances, 
thyrotomy and excision were done, and in 42 
laryngectomy was performed. This group included 
certain cases of extrinsic lesions, but not the epiglot- 
tic or postcricoid lesions in which lateral pharyn- 
gotomy according to the method of Trotter might 
be performed. ‘There were 5 explorations. Biopsy 
was done the day previous to the operation in all 
cases in which laryngectomy was to be performed. 

The points of interest in this method of laryn- 
gectomy are: (1) the use of local infiltration anasthe- 
sia for the first stage; (2) the median-line incision and 
splitting of the hyoid bone; (3) the formation of a 
barrier to infection, by means of a clean wound; 
(4) the opening of the trachea later to infect the 
wound and allow the patient to immunize himself 
and become accustomed to the opening; (5) the 
performance of the second stage of the operation 
under paravertebral anesthesia and infiltration of 
the pharynx about eight days after the first stage; 
(6) the complete primary closure of the wound of 
the neck without the usual drains or tubes, the split 
tube being inserted below the tracheal opening; 
(7) the application of gauze rolls laterally on the 
neck with pressure to eliminate the space previously 
occupied by the larynx and to support the pharynx; 
and (8) the primary healing of the greater part of 
the wound of the neck and a tracheal opening with- 
out the use of a cannula in practically all cases. 


Surg., 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Ingvar, S.: Studies in Neurology. II. On Cerebellar 
Function. Bull. Johns Hopkins Hosp., Balt., 1928, 
xliii, 338. 

In the author’s opinion, the cerebellum regulates 
muscular tension in the body masses in all motor 
activities and neutralizes the forces of gravity and 
inertia acting on the different parts of the body 
masses in a physical sense. It is an organ of regula- 
tion for static and postural tone or, in a broader 
sense, of equilibrium. ‘This theory is strongly sup- 
ported by its vestibular connections and its known 
vestibular functions. In cerebellar ataxia the im- 
paired limbs behave more or less like dead attach- 
ments to the body, showing that in cerebellar disease 
the faculty of neutralizing the forces of gravity and 
inertia is lost. Accordingly, the different aspects of 
cerebellar ataxia may be expressions of a disturb- 
ance of a fundamental function. 

Spinocerebellar fibers end in the anterior and 
posterior lobes in limited areas. By stimulation of 
these areas, inhibition of the extensors of the ex- 
tremities can be elicited. Physiological and ana- 
tomical facts constitute the most important evidence 
of localization of cerebellar function. The author 
cites cases which indicate that the leg center is in the 
posterior portion, and the arm center in the anterior 
portion, of the homolateral lobe. 

GitBert C. ANDERSON, M.D. 


Naffziger, H. C., and Jones, O. W.: Late Traumatic 
Apoplexy. California & West. Med., 1928, xxix, 
301. 

Late traumatic apoplexy was first described by 
Bollinger in 1891. According to Bollinger’s hy- 
pothesis regarding the condition, an injury of the 
head is followed by degenerative changes, soften- 
ing, and necrosis in the brain stem and to a lesser 
extent in the cerebrum which in turn are followed by 
alterations in the walls of the blood vessels leading 
to secondary hemorrhages from decreased resist- 
ance around the vessels and increased arterial pres- 
sure and death from one to eight weeks after the 
injury. 

The possibility of the occurrence of late hamor- 
rhage is now generally recognized, but the relation- 
ship of trauma to vascular changes and of late ham- 
orrhages to trauma is as yet undetermined. It is 
generally believed, however, that there is a definite 
relationship between trauma and late central brain 
bleeding. 

The term “late traumatic apoplexy”’ has been ap- 
plied to a variety of conditions such as middle men- 
ingeal hemorrhage and subdural hemorrhage fol- 


NERVOUS SYSTEM 


lowing a latent period, thrombosis of a cerebral 
vessel, and hemorrhage occurring years after an 
injury. ‘These types of conditions do not belong to 
the clinical group described by Bollinger, which in- 
cluded only central brain bleeding, especially bleed- 
ing in the brain stem. More recently, delayed cen- 
tral brain bleeding, whether in the brain stem or the 
cerebrum, has been classified as late traumatic 
apoplexy. 

The length of the latent period generally ranges 
from one day to eight weeks. When haemorrhage 
occurs after eight weeks it is more apt to be due to 
other causes. The limitation is of importance mainly 
for medicolegal purposes. 

The authors report three cases with marked simi- 
larity of symptoms. ‘The pathological changes were 
of the same type and located in the right hemisphere 
in approximately the same area. They differed only 
in extent and degree. 

Late central brain bleeding of this type is not a 
rare complication of head injury in compensable 
accidents. In the cases of elderly working persons 
late intracerebral haemorrhage has usually been con- 
sidered spontaneous, with resulting injustice to the 
injured person. ‘The authors believe that when, fol- 
lowing a head injury, an intracerebral hamorrhage 
occurs in an elderly person with possible vascular 
changes after a short latent period with or without 
head symptoms, the trauma and the hemorrhage 
must be considered as directly related. 

E.S. Pratt, M.D. 


McLean, A. J.: The Transbuccal Approach to the 
Encephalon. Ann. Surg., 1928, \xxxviii, 985. 


An improved experimental technique is presented 
for the transbuccal approach to the entire medio- 
ventral surface of the diencephalon, mesencephalon, 
metencephalon, and myelencephalon. Despite the 
vascularity of the basillar fossa, the operation is 
practically bloodless. By the procedure described, 
the second, fifth, sixth, and twelfth cranial 
nerves have been cut at their source under direct 
vision without damage to closely contiguous struc- 
tures and many hypophysectomies have been done. 
Lateral column nerves of the medulla are more 
readily exposed by a posterior fossa or cerebellar ex- 
ploration. The third and fourth nerves and prepon- 
tine hypothalamus are more readily approached by a 
modified temporal route. 

Among the chief main advantages of the tech- 
nique described are: (1) an anatomically controlled 
approach to the base of the brain through a field of 
extreme vascularity; (2) conservation and exact re- 
approximation of the nasopharyngeal mucoperios- 
teum, which interposes an intact physiological mem- 
brane as a bar to infection of the meninges; (3) the 
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avoidance, by light tamponade of the choane, of 
postoperative nasal discharge which favors infec- 
tion; and (4) anatomical closure of the soft palate in 
layers, which favors healing and prevents improper 
swallowing due to dehiscence of the palatal wound 
and associated with danger of postoperative spira- 
tion pneumonia. 

The mortality of the operation is lower than that 
of any previously described procedure. According to 
Aschner, the mortality of operative approach to the 
base of the brain is 29 per cent, whereas according 
to Dandy and Reichert it is 16 per cent. The mor- 
tality of the author’s operation is 11 per cent. In 
McLean’s last twelve operations the morbidity was 
negligible and there were no fatalities. 

E.S. Piatt, M.D. 


Dandy, W. E.: Venous Abnormalities and Angio- 
mata of the Brain. Arch. Surg., 1928, xvii, 715. 


Dandy reports seven cases of venous anomalies of 
the brain, one case of plexiform angioma, seven 
cases of cysts with angiomata in the walls, and five 
cases of cavernous angioma. From these and 
similar cases reported by others, he draws the fol- 
lowing conclusions: 

1. The venous anomalies are of congenital origin. 
They are manifested clinically by epilepsy and dis- 
turbances of mentality. They are frequently asso- 
ciated with other deformities of the brain. 

2. Plexiform angiomata of the brain resemble 
similar well-known lesions in the spinal cord. 

3. The existence of a network of venous spaces in 
the dura communicating freely with the longitudinal 
sinus may be a cause of focal epilepsy beginning in 
the arm or leg. The constant location of this network 
suggests that it is probably the congenital remains 
of an embryonic dural circulation. 

4. Angiomatous cysts occur throughout the 
brain, but are most common in the cerebellum. The 
size of the tumor embedded in the wall of the cyst 
is relatively insignificant. Intracranial pressure 
develops rapidly because of the cyst formation and 
the resultant hydrocephalus. Localizing symptoms 
are usually, but not always, present. ‘These tumors 
cannot be differentiated clinically from other types 
of cysts of the brain. 

5. Cavernous angiomata vary in their gross 
appearance. They are scattered throughout the 
brain, but seem to occur with greatest frequency in 
the frontoparietal region. ‘The predominating sign 
of this type of tumor is jacksonian epilepsy with or 
without transient or permanent motor weakness. 
Pressure symptoms develop if the tumor is situated 
near the ventricular channels or outlets. The typical 
tumors begin early in life and grow slowly. ‘The 
symptoms persist for many years. At times a 
clinical diagnosis can be made. 

6. Hamorrhage from the tumor is a potential 
operative danger in all types of angioma. 

7. Both cavernous angiomata and angiomatous 
cysts should be treated surgically by complete 
removal of the solid tumor together with a margin 
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of contiguous brain tissue. In both types there is a 
good prospect of complete cure with relatively little 
operative risk. Eric OLpBerc, M.D, 


Cushing, H., and Bovie, W. R.: Electrosurgery as 
an Aid to the Removal of Intracranial Tumors. 
Surg., Gynec. & Obst., 1928, xlvii, 751. 


In the removal of intracranial tumors, Cushing 
uses a perfected apparatus developed by Bovie who 
employs currents with a shift of direction of from 1 
to 3,000,000 times a second. The apparatus is so 
arranged that this almost inconceivably rapidly 
alternating current can be modified to deliver 
dehydrating, cutting, or heating effects through a 
single lead. 

The many details cited in the article to explain 
the difficulties which arose and were finally con- 
quered in the practical application of this method to 
neurosurgery cannot be included in an abstract. 
Suffice it to say that the principle found most gen- 
erally useful was the removal of scoops of tissue 
from the center of the tumor by means of a loop of 
wire electrode until only a shell remained, and then 
removal of the collapsed shell. However, the re- 
moval of tissue alone is not the only useful function 
of the apparatus. By means of the coagulating cur- 
rent, annoying bleeding surfaces may be dried up. 
A torn vessel held between the blades of forceps 
may be effectively sealed by ‘“‘shooting” a dehydrat- 
ing current along the forceps. 

The article contains a report of eleven cases in- 
cluding vascular tumors of the skull, meningiomata, 
gliomata, and acoustic neuromata, which were 
treated by electrosurgery. ‘Two of the patients suc- 
cumbed to the effects of their disease and one was 
undoubtedly the victim of inexperience with the 
method, but the remaining eight were cured more 
effectively and more certainly than experience 
indicates would have been the case if any other 
treatment had been used. Leo M. Davinorr, M.D. 


Cordes, E.: Osteoplastic Endothelioma of the Dura 
(Das osteoplastische Endotheliom der Dura). Mitt. 
a. d. Grenzgeb. d. Med. u. Chir., 1928, xli, 32. 


A woman forty-two years old became ill with 
migraine on the left side, vomiting, and vertigo. 
After this attack she was free from symptoms for a 
considerable time, but later a tumor appeared in the 
left temporal region and caused protrusion of the 
left eye and headache. A biopsy specimen showed 
the neoplasm to be an osteoplastic endothelioma. 
At operation the bleeding was so severe that only 
pieces of the tumor could be removed. Because of 
the patient’s weakened condition the dura was not 
opened. After the operation, roentgen therapy was 
given. Examination one year later showed com- 
plete recovery. 

A woman thirty-three years old was injured by an 
iron pole. At first there were no ill effects from the 
blow, but four weeks later a swelling developed over 
the right ear. ‘The neoplasm grew slowly and three 
years later caused severe headache. At examination 





420 INTERNATIONAL ABSTRACT OF SURGERY 


three years after the accident a hemispherical swell- 
ing which was not sensitive to pressure and not fixed 
to the skin was found in the right temporal region. 
In the roentgenogram there was a diffuse shadow 
with a circular transparent zone around the edge. 
The tumor was chiselled out and removed with a 
piece of attached dura. Because of the patient’s 
collapse, plastic covering of the wound was not 
possible. After the operation the patient had an 
attack of epilepsy. ‘Two years later she was well. 
Examination of the specimen showed a bony exos- 
tosis and an endothelioma which had affected mainly 
the dura but had involved also the lymph tracts of 
the thickened bone as far as the periosteum. The 
thickened bone showed in its center an area of 
apparently normal structure from which the growth 
had proliferated radially both internally and ex- 
ternally. 

In the author’s opinion the point of origin of these 
tumors was the dura where the heaviest tumor mass 
in the form of a flat plate was found. From here the 
tumor developed along the lymph tracts of the 
haversian canals to the surface of the skull and then 
spread out in a thin layer. There was no tendency 
toward infiltration of the galea or the brain, the 
growth apparently being limited to the region of 
bony tissue. As a result of the infiltration of the 
bone tissue there was an irritation of the bone sub- 
stance which led to hyperostosis. 

Because of their infiltrative growth, endothelio- 
mata are to be classed with malignant tumors. 
However, their malignancy is relatively slight, as is 
evident from the fact that they show, little tendency 
to recur even when they are not completely re- 
moved. They develop most commonly in the an- 
terior part of the skull. 

In the differential diagnosis the roentgen demon- 
stration of hyperostosis, which usually develops as 
an endostosis, is usually decisive. When hyperosto- 
sis is found, the possibility of an intracranial tumor 
should always be considered even when there are no 
brain symptoms. 

The treatment of choice is operation. In bones 
with a very rich blood supply it is best to remove 
the exostosis gradually. The growth usually does 
not extend toward the brain. As a rule the opening 
in the skull made at operation gives sufficient de- 
compression. Even when the operation is not radical, 
the prognosis is favorable. RosENBURG (Z). 


Gurdjian, E. S., and Williams, H. W.: The Surgical 
Treatment of Intractable Cases of Blepharo- 
spasm. J. Am. M. Ass., 1928, xci, 2053. 

The authors report three cases of blepharospasm 
in which no cause could be determined for the con- 
dition. The first was treated by neurectomy followed 
by the injection of alcohol. In the others the treat- 
ment consisted in the non-operative injection of 
alcohol into the upper branches of the facial nerves. 
In the first case there was complete relief lasting for 
six months and the treatment was repeated success- 
fully on the return of the symptoms. In the two 


other cases the symptoms were relieved incom- 
pletely but satisfactorily. 

In open neurectomy it is possible to cut or inject 
as many or as few of the branches as desired and to 
avoid the parotid gland and duct. The simple injec- 
tion is quicker, causes no scar, and gives relief if it is 
thoroughly done, but is less sure and safe. The relief 
from both procedures is only temporary, but the 
treatment can be easily repeated when necessary. 

The authors’ method is preferable to injection of 
the entire nerve in the stylomastoid foramen as it 
does not paralyze the whole side of the face and it 
does not remove the entire nerve supply of the orbi- 
cularis muscle. 

Organic blepharospasm is discussed briefly. A 
distinction is made between the true spasm and a tic. 

ALBERT S. CRAWFORD, M.D. 


Ingvar, S.: On the Pathogenesis of the Argyll- 
Robertson Phenomenon. Bull. Johns Hopkins 
Hosp., Balt., 1928, xliii, 363. 

Little is known of the pathology of the Argyll- 
Robertson pupil. It occurs in syphilis of the nervous 
system, particularly cases of tabes and paresis, and 
is often a premonitory symptom noted years before 
other manifestations of the condition. Syphilitic 
meningitis is thought not to give this sign so often as 
the true so-called luetic diseases of tabes and paresis. 
The latter are not always associated with a menin- 
gitic process. 

In explanation of the common association of the 
sign with lues it is not necessary to have recourse to 
the theory of toxic predilection. There is justifica- 
tion for the assumption that the pupillomotor and 
visual pathways follow each other closely through 
the optic nerve, the chiasm, and the optic tract. In 
the posterior part of the diencephalon the pupil- 
lomotor pathway diverges from the visual tract, and 
at the level of the geniculate bodies it runs in the 
anterior arm of the quadrigeminate body, proceed- 
ing along the lateral border toward the midline. 
However, it has not been clearly shown how the 
impulses reach the oculomotor nucleus. The efferent 
arm of the arc is better known. It is fairly certajn 
that certain small cells in the Edinger-Westphal 
nucleus are centers for the innervation of the mus- 
culature of the sphincters. 

Throughout evolution, the optic pathways remain 
on the surface of the diencephalon. Therefore, from 
comparative anatomy and certain research in con- 
nection with the posterior spinal roots, we have a 
right to conclude that fine fibers on the surface 
represent the pupillomotor pathways, a conclusion 
of great importance to an understanding of the 
pathogenesis of pupillary disturbances in meningitic 
processes involving the surface layers of the dien- 
cephalon. Many investigators agree that in degen- 
eration of parenchymatous nature the changes begin 
in the marginal regions of the optic system, and this 
has been demonstrated by the author. 

The meningeal changes associated with the meta- 
luetic diseases of the brain have a predilection for the 
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basal regions and therefore first attack the more ex- 
posed marginal fibers situated in those regions, the 
pupillomotor pathways. ‘This explanation holds 
also for the common and early appearance of ptosis, 
and can readily explain the slowly developing and 
varied changes in the pupils which often precede 
complete rigidity. Such changes reflect the proc- 
esses in the basal subarachnoid spaces along the 
optic pathways. The Argyll-Robertson phenomenon 
rarely occurs in the absence of a luetic cause, but 
when it does, the hypothesis suggested by the 
author offers an explanation. 
GitBert C. ANDERSON, M.D. 


SPINAL CORD AND ITS COVERINGS 


Stookey, B.: Tumors of the Spinal Cord in Child- 
hood. Am. J. Dis. Child., 1928, xxxvi, 1184. 

Of 165 tumors of the spinal cord for which oper- 
ation was performed at the Neurological Institute, 
New York, in the period from 1910 to 1926, 8 oc- 
curred in children twelve years of age or under. Six 
of the 8 spinal cord tumors in children were operated 
upon since 1922. The increase in the number of 
such tumors found in children in recent years is 
attributed by the author to improvement in the 
diagnosis due mainly to special tests such as the 
lumbar manometric examination of the spinal fluid. 

The postmortem statistics of Schlesinger indicate 
that neoplasms of the spinal cord are not so rare in 
children as appears from the literature. In 251 
collected cases of spinal cord tumor, Schlesinger 
found 33 in which the neoplasm developed before 
the age of nine years and twenty-seven in which it 
developed between the ages of ten and fifteen years. 

More careful neurological examination and the 
use of the special tests will allow the recognition of a 
greater number of spinal cord tumors in children 
during life. As the neurological signs are frequently 
vague, the special tests are of great importance. 
In some cases of tumor of the spinal cord in children 
the condition has been treated as a birth injury and 
in others as an obscure disease of the cord. 

The tumors reviewed by the author are classified 
into 3 groups: (1) extradural neoplasms mainly within 
the vertebral canal, (2) intradural neoplasms, and 
(3) paravertebral tumors which had invaded the 
vertebral canal. ‘Tumors of the third group do not 
properly belong with tumors of the spinal cord and 
do not present any difficulty in diagnosis. 

There were no tumors from either the meninges 
or the nerve roots although, in the adult, the arach- 
noid fibroblastoma and perineural fibroma are the 
most common types of cord tumors. 

The average ages of the children with primary 
extradural sarcoma and fibrosarcoma was nine and 
two-tenths years, while that of the children with 
tumors arising outside the vertebral canal and in- 
vading it secondarily was three years. The ages 
of the children with intramedullary tumors aver- 
aged eleven years. In the cases of intramedullary 
tumor the average duration of the symptoms was 
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four and six-tenths years (greatly increased by the 
presence of symptoms in 1 case for eleven years); 
in the cases of extradural tumor, twenty-one weeks; 
and in the cases of paravertebral tumor, ten months. 

In 1 of the 3 cases of intramedullary tumor the 
presenting symptom was pain in the lower back 
radiating from both shoulders and followed by weak- 
ness of the right arm. In another, it was weakness 
of both legs followed by pain in the neck and the 
lumbar region. In the third, it was tilting of the 
head toward the right and dragging of the right 
foot. Variability in the presenting symptoms is 
common in cases of neoplasm of the spinal cord, even 
when the same segment is involved, as the long fiber 
tracts are so compactly arranged that the slightest 
variation in the compression may involve an entirely 
different tract. 

In all of the 3 cases of extradural tumor the pre- 
senting sign was weakness of the legs, the ventro- 
lateral position of the tumor causing pressure on the 
pyramidal tracts and the ventral motor columns. 
In all, there were also marked pyramidal tract signs 
such as patellar and ankle clonus, Babinski’s reflex, 
and absence of the abdominal reflexes. In 1 case, in 
spite of the pyramidal signs and double ankle clonus, 
there was marked flaccidity of both lower limbs, 
which is usually indicative of severe pressure and a 
poor prognosis, but recovery was as rapid as is usual 
in cases with spasticity. 

In cases of intramedullary tumor the sensory 
changes are likely to be more marked in the derma- 
tomes supplied by the segments at the level of the 
tumor than in the more distal dermatomes. The 
dorsal and ventral muscular masses and their im- 
mediate connections are also involved. It is there- 
fore common to see marked sensory changes at the 
level of the lesion with atrophy and fibrillation of the 
muscles supplied by the segments involved. 

Two of the cases of extradural tumor showed a 
definite sensory level, but in the third there were no 
sensory changes until a week before operation and 
no sensory level appeared even after lumbar punc- 
ture. ‘The position of the tumor in this case was de- 
termined from atrophy in the left shoulder girdle 
and the extensors of the wrist and fingers. None of 
the patients with an extradural tumor complained 
of pain. Pain of long duration referred constantly to 
1 or 2 segments may indicate that the tumor arises 
from a nerve root, but pain referable to one side of 
the body or the greater part of an extremity is not 
uncommonly due to pressure on the spinothalamic 
tracts. ‘The importance of regional scoliosis and en- 
largement of the vertebral canal in cases of tumor of 
the spinal cord has been emphasized by the author 
in a previous article. 

When the lesion is above the sacral segments, 
bladder and rectal incontinence usually indicates 
severe compression of the cord. 

A sign of importance in the diagnosis is exaggera- 
tion of the symptoms following withdrawal of the 
spinal fluid by lumbar puncture, which allows the 
tumor to exert direct pressure on the cord. Lumbar 
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puncture is more likely to change the neurological 
signs in cases of extramedullary or extradural tumor 
than in those of intramedullary tumor. 

In examination of the spinal fluid, xanthochromia 
is not seen unless there is a marked increase in the 
globulin and total protein content. As the diagnosis 
of tumor of the spinal cord is now made early, xan- 
thochromia is found at the Neurological Institute 
less frequently today than formerly. The author 
emphasizes that lumbar manometric studies and 
estimations of the total protein content of the cere- 
brospinal fluid should be made in the case of every 
child believed to have a lesion of the spinal cord. 

Extradural sarcoma and fibrosarcoma are thought 
to arise from the peridural tissue within the vertebral 
canal, though at times they appear to invade the 
canal secondarily. When they are circumscribed 
and can be completely removed, the postoperative 
results are good. 

Intramedullary tumors occur most frequently in 
the cervical region. This suggests a congenital origin 
similar to that of such definitely congenital lesions 
as syringomyelia which is most common in the 
lower cervical segments. Extradural tumors, though 
frequent in the cervical region, are found most com- 
monly in the thoracic region. 

Extradural tumors may cause marked symmetrical 
compression of a number of nerve roots and thereby 
produce atrophy and segmental sensory disturb- 
ances suggesting an intramedullary lesion. In all of 
the 3 cases of extradural tumors reviewed the level 
of the lesion was determined correctly, but in only 
1 was the nature of the process diagnosed. 

In recent years the staff of the Neurological Insti- 
tute has attempted to make a pre-operative diag- 
nosis of extradural neoplasm, extramedullary intra- 
dural neoplasm, and intramedullary neoplasm. 

The operative results have been gratifying, espe- 
cially in cases of extradural tumors. Even in cases 
of infiltrating tumors of the intramedullary group 
improvement has been obtained. 

In all cases of extradural sarcoma radiation is 
given in the hope of preventing recurrence, whether 
or 1 ot removal has been apparently complete. No 
recurrence has developed in the 4 cases reviewed. 

When there is doubt as to the diagnosis of tumor 
of the spinal cord, an exploratory laminectomy 
should be performed. FE. S. Pratt, M.D. 


PERIPHERAL NERVES 


Platt, H.: The Operative Treatment of Traumatic 
Ulnar Neuritis at the Elbow. Surg., Gynec. & 
Obst., 1928, xlvii, 822. 

For mild forms of ulnar neuritis the author recom- 
mends immobilization of the elbow joint as this is 
often sufficient to bring about a cure. For severe 
and persistent neuritis, late ulnar palsy, incomplete 
lesions of the ulnar nerve at the elbow in which 
there is incongruity between the nerve and its bed, 
he advocates his operation of anterior transposition 
of the ulnar nerve. 


With the patient recumbent, the upper arm is 
placed vertically and the elbow and wrist are sharply 
flexed. An inverted “V” skin flap is then turned 
back by cutting above the elbow behind the line of 
the internal epicondyle, at the elbow over the mid- 
line of the groove, and below in the course of the 
nerve. ‘The nerve is first freed above and then below 
in the groove in the whole extent of the wound and 
is drawn forward over the epicondyle. A new bed is 
made for it by dividing the aponeuroses of the com- 
mon flexor origin from the epicondyle. The nerve is 
placed in this gutter and the several layers are closed 
above it. 

After the operation the elbow is slung in moderate 
flexion for ten days and movement of the fingers is 
encouraged immediately. 

In over 100 cases the results were most gratifying. 

Leo M. Davinorr, M.D. 


SYMPATHETIC NERVES 


Scarlett, H. W.: The Frequency of the Claude 
Bernard-Horner Syndrome. Am. J. Ophth., 1928, 
xi, g61. 

The author reviews sixteen cases of cervical 
sympathetic nerve lesions producing the Bernard- 
Horner syndrome. 

The most common causes of the condition are 
cervical ribs, enlarged cervical glands, aneurism, 
mediastinal tumor, tumor of the cervical cord, in- 
volvement of the apices of the lung, and injuries to 
the brachial plexus roots. Pancoast has reported 
oculopupillary symptoms in three cases of diffuse 
infiltrating endothelioma of the pleura and one case 
of primary carcinoma of the upper lobe of the lung. 
During the war, trauma to the cervical sympathetic 
was common, 

In all of the cases reviewed, enophthalmos, ptosis, 
and narrowing of the palpebral fissure were present. 
In one case miosis was absent, possibly because 
fibers for the dilator muscle of the iris leave the 
ciliospinal center by more than one pathway and 
therefore are not always completely involved. 

Hypotony was found in more than one-third of 
the cases, the tension averaging 3.5 mm. less than 
that of the other eye. De Schweinitz suggests that 
vascular or muscular changes may be the cause of 
the hypotony. 

In the affected eye the near point averaged 3 mm. 
less than in the other eye, and in all but four cases 
vision was slightly below that of the normal eye. In 
two cases, heterochromia iridis had been present as 
long as the patient could remember. According to 
Angelucci, heterochromia is due to trophic changes 
resulting from the altered effect of the paralyzed 
cervical sympathetic nerve on the vessels of the iris. 
Calhoun believes that in infants the pigment cells 
are easily absorbed. In Jackson’s opinion, the ciliary 
ganglion is probably the important site of the lesion. 

Hemi-atrophy of the face occurred in nine cases, 
unilateral flushing in five, and the Klumpke type of 
paralysis in one. 
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Angelucci thinks that after paralysis of the cervi- 
cal sympathetic there is first a dilatation of the ves- 
sels followed by hyaline degeneration of the walls 
and then a contracture of the lumen with subsequent 
lack of nutrition and resulting atrophy. He _ be- 
lieves this process to be the cause of hemi-atrophy 
of the face. In the opinion of Heiligenthal, hemi- 
atrophy of the face is due to atrophy of the fatty 
tissue. 

The author reports the three most interesting 
cases of his series. In one of these the cause of the 
condition was diagnosed as syringomyelia. This was 
the case with the Klumpke type of paralysis— 
paralysis of the inner side of the forearm and of the 
small muscles of the hand. 

The author’s findings in the cases reviewed and 
his conclusions are briefly summarized as follows: 

1. Paralysis of the sympathetic nerve is more fre- 
quent than is indicated in the literature. 

2. In only one case was the cause of the paralysis 
determined. 

3. The difference between the near points of the 
two eyes was greater in those with the most complete 
syndrome. 

4. The average difference between the pupils was 
1.8 mm. before the instillation of cocaine and 3 mm. 
afterward. . 

5. The width of the palpebral fissure averaged 
3.5 mm. less on the affected side. 

6. There were no visible fundus changes. 

KE. S. Piatt, M.D. 


Buelbring, E.: Malignant Neuroblastoma of the 
Sympathetic (Ueber das boesartige Neuroblastom 
des Sympathicus). Arch. f. path. Anat., 1928, 
cclxviii, 300. 

The case reported was that of a four-year-old boy. 
Microscopic examination at autopsy showed, side by 
side, all the developmental stages of the formative 
cells of the sympathetic, viz., dense cell clumps with 
nuclei which could hardly be isolated and without 
intracellular substance and, in other places where 
the nuclei lay more loosely, rosette formation with a 
reticular framework which stained yellow with the 
Van Gieson stain. At several places in the tumor the 
cells presented less uniformity; even isolated gan- 
glion cells were seen. The nerve fibers were demon- 
strated histologically by the Gross modification of 
the Bielschowsky method. Srau (Z). 


Braeucker: Surgery of the Sympathetic in the Ex- 
tremities (Kiniges zur Sympathicuschirurgie an den 
Extremitaeten). Zentralbl. f. Chir., 1928, lv, 831. 

In a case of excessive sweating of the hands and 
feet which had been treated conservatively without 
success for years, a test injection of novocain into 
the principal peripheral nerves showed the trouble 
to be of central origin. It was determined that the 
central excitation for the left hand ran over the rami 
communicantes from the eighth cervical to the first 
dorsal, and the excitation for the right hand ran 
over the rami communicantes from the seventh 


NERVOUS SYSTEM 423 


cervical to the first dorsal. Resection of eighth cer- 
vical to first dorsal rami communicantes on the left 
side resulted in a complete cure. A few months later 
a corresponding operation was performed for the 
feet, the rami communicantes from the fourth lum- 
bar to the second sacral being divided. The opera- 
tion in the cervical region was performed one year 
ago and the operation on the ganglia of the lumbar 
sympathetic, nine months ago. 

The author determined also the skin areas belong- 
ing to the individual rami communicantes. He 
found that the ramus communicans from the seventh 
cervical supplies the radial portion of the hand and 
the first two fingers; the ramus communicans from 
the eighth cervical supplies the last three fingers and 
the middle of the palm; and the ramus communicans 
from the first dorsal supplies the ulnar part of the 
hand. The supply in the vasomotor paths also cor- 
responds to these ‘‘secretory dermatomes.”’ 

By determining the sympathetic dermatomes it is 
possible to limit operation to the minimum in the 
treatment of secretory and vasomotor disturbances 
in the extremities and to cure such conditions by 
dividing only the rami communicantes belonging to 
these skin segments. STAuL (Z). 


Rieder, W.: Investigations by Capillary Microscopy 
in Periarterial Sympathectomy (Capillarmikro- 
skopische Untersuchungen bei periarterieller Sym- 
pathektomie). Arch. f. klin. Chir., 1928, cl, 136. 


Capillary microscopy and tests of the capillary 
reflexes with various stimuli confirm the theory that 
removal of the so-called periarterial tissue has no 
influence on capillary reflexes. Observations at op- 
eration under local anesthesia showed that arteries 
are not equally sensitive to pain at all sites. There 
are areas in which pain cannot be excited by pinch- 
ing or by electrical irritation, whereas other areas 
are extraordinarily sensitive to pain. 

After resection of the cervical sympathetic or re- 
moval of the lowest cervical ganglion, there could 
be observed an increase in the visible capillaries 
which later disappeared. The circulation was con- 
tinuous in all of the capillaries. In Raynaud’s dis- 
ease, the spasms and stases which were noted before 
the operation entirely ceased. Also in this case, a 
capillary reflex to mechanical irritation was present 
after the operation. Stan. (Z). 


MISCELLANEOUS 


Nedelmann, E.: A Malignant Tumor of the Thy- 
mus with Peculiar Metastasis into the Cen- 
tral Nervous System: A Contribution on the 
Question of Tumor Metastasis by the Cerebro- 
spinal Fluid Route (Zur Klinik eines malignen 
Thymustumors mit eigenartiger Metastasierung ins 
Zentralnervensystem. Beitrag zur Frage der Gesch- 
wulstmetastasierung auf dem Liquorwege). Zéschr. 
Neurol., 1928, cxv, 539. 


A boy three and a half years old became suddenly 
ill with headache, vomiting, and great prostration, 
and when seen by the author on the twelfth day 
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showed a left facial paresis and other signs of in- 
volvement of the nervous system. Heine-Medin’s 
disease was suspected at first, but the spinal fluid 
contained 2,450 cells per cubic millimeter, and among 
these there were indisputable tumor cells. 

In the further course of the condition there ap- 
peared meningitic symptoms and phenomena of 
functional impairment of the basal cranial nerves 
and of spinal cord injury, particularly in the cauda 
equina. Eight weeks after the appearance of the 
first symptoms the child died. 

Autopsy revealed a malignant tumor of the thy- 
mus with, among other metastases, a secondary 
growth in the choroid plexus of the third ventricle. 
From this point the central nervous system had been 
flooded with tumor cells by way of the cerebrospinal 
fluid circulation. Particularly remarkable were the 
thickening and spindle-shaped swelling of the nerves 
emerging at the base of the brain and of the spinal 
nerves, especially in the region of the cervical cord 
and the cauda equina. Potya (Z). 


Woollard, H. H.: The Comparative Anatomy of 
Epicritic and Protopathic Sensation. Med. J. 
Australia, 1928 ii, 544. 

After reviewing the objections to Head’s theory of 
epicritic and protopathic sensation, the author mar- 


shals facts from comparative anatomy to support 
this theory. He believes that in the animal scale the 
reptilian nervous system is the first to show evidence 
of the segregation of the epicritic and protopathic 
systems. In the reptile there are a considerable num- 
ber of neuro-epithelial nerve endings in the skin 
among the free naked endings in the deeper cells. 

The reptile is the first vertebrate in which definite 
posterior columns end in nuclei corresponding to the 
gracile and cuneate. Homologues to the spino- 
thalamic tracts and medial geniculate body are 
demonstrable (protopathic system). In the thala- 
mus, this system reaches a large medial nucleus. 
There also appears in the reptile, for the first time in 
the animal series, a lateral thalamic nucleus receiving 
fibers corresponding to the mesial fillet (epicritic 
system). Finally, the reptile carries the first indica- 
tions of a neocortex which is connected with the 
thalamus by fibers from the epicritic system. Cor- 
responding changes in the cerebellum, red nucleus, 
corpus striatum, etc. are described, all of which 
Woollard cites in support of Head’s theory. 

Woollard then shows how these early beginnings 
in the reptile grow to ever-increasing importance in 
the animal series in correspondence with the 
development of the epicritic system. 

Leo M. Davinorr, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Iselin, H.: Postoperative X-Ray Treatment of Can- 
cer of the Breast (Die Nachbehandlung des ope- 
rierten Brustkrebses durch X-Strahlen). Schweiz. 
med. Wchnschr., 1928, lviii, 693. 


Handley demonstrated that cancer of the breast 
extends almost exclusively by way of the lymphatics. 
He called this continuous extension “permeation.” 

Iselin believes that the treatment of cancer of the 
breast is surgical, but he agrees with DeQuervain 
and Hotz that in early cases the procedure may be 
limited to amputation of the breast with the skin 
flaps centering about the tumor, wide excision of the 
pectoralis fascia, and clearing out of the axilla. In 
advanced cases he removes the pectoral muscle. 

As soon as possible after the operation in the 
author’s cases systematic irradiation of the entire 
chest, clavicular fossa, and epigastrium is done as a 
prophylactic measure. In order to protect all sound 
tissues, including the skin and blood, a weak filter 
of 1 mm. of aluminum is used. The dosage is meas- 
ured in Sabouraud units as Iselin has seen the 
biological effectiveness and reliability of this method 
demonstrated in numerous cases. One Sabouraud 
unit is given at a treatment. The raying is begun in 
the supraclavicular and infraclavicular fossz and in 
the axilla, both of these fields being treated from in 
front and from behind. In the raying from in front, 
from 2 to 3 mm. of aluminum and a distance of 24 
cm. are used, whereas in the raying from behind, 
from 3 to 5 mm. of aluminum and a distance of 50 
cm. are used. Only after the lapse of one week is the 
field of operation irradiated. In the treatment of 
this area a filter of 1 mm. of aluminum and a dis- 
tance of 24 cm. are used. The lower part of the 
chest, the flank, and the entire back are treated in 
the same way. 

After a period of at least three weeks the affected 
side of the chest is re-irradiated, field by field, with 
the use of a filter of 2 or 3 mm. of aluminum. The 
unaffected side of the chest is then treated. In the 
cases of thin patients, a 2-mm. filter of aluminum is 
sufficient, but when the chest is thick the exposures 
must be made from various sides with a filter of 
5 mm. of aluminum and a distance of 50 cm. The 
epigastrium is treated with from 1 to 2 Sabouraud 
units, 4% unit being given at a dose and a filter of 
2 mm. of aluminum being used. The sternum is 
treated twice, 1 Sabouraud unit and a filter of 5 mm. 
of aluminum being used. The time required for the 
entire course of treatment depends upon the find- 
ings. 

By this X-ray treatment the results of operation 
in the surgical clinic of Basle have been greatly im- 
proved. In cases treated during the period from 


1906 to 1913 without irradiation, freedom from re- 
currence and metastasis was obtained for three 
years in 18 per cent and for five years in 12 per cent, 
whereas in cases treated with irradiation (twelve 
operated upon radically, eighteen not operated upon 
radically, six cases of recurrence with metastases to 
the lymph glands) a cure was obtained for three 
years in 39 per cent and for five years in 30 per cent. 
In 1927, seven of the twelve patients who were 
treated in 1918 were in perfect health, two had died 
from carcinoma, and two had died from other causes. 
From the point of view of prognosis, the medullary 
carcinoma was found to be the most benign and the 
scirrhous carcinoma the most malignant. 
BRUNNER (Z). 


‘TRACHEA, LUNGS, AND PLEURA 


Prioleau, W. H.: Tracheotomy: Technique and 
After-Care of the Patient. Surg., Gynec. & Obst., 
1928, xlvii, 848. 

In the author’s cases in which tracheotomy is to 
be performed the operative field is infiltrated with 
34 per cent novocain if time permits. The neck is 
slightly extended and a transverse incision from 4 
to 6 cm. in length made about 2 or 3 cm. above the 
sternoclavicular junction. After separation of the 
fascia and muscles, the tracheal incision is made 
between the fourth and fifth or the third and fourth 
rings. A low tracheotomy is preferable to a high 
tracheotomy as it is more comfortable and heals 
quickly and a high tracheotomy may cause per- 
manent injury to the larynx. Before inserting the 
tube, Prioleau allows the patient to take a few deep 
breaths in order to cough out the accumulated 
mucus or he removes the mucus with an aspirator. 
The muscles, fascia, and skin are approximated with 
interrupted catgut sutures and a dressing is applied 
around but not over the tube. 

After this operation there is more need for con- 
stant and expert attention than after any other 
surgical procedure. When feasible, the tube should 
be removed at the end of about three hours. If the 
patient is unable to take nourishment normally, a 
stomach tube should be introduced for three or four 
days. GeEorcE R. McAuuirr, M.D. 


Mather, J. H., and Coope, R.: The Accessory Lobe 
of the Azygos Vein. Brit. J. Radiol., 1929, i, 481. 


Most roentgenologists have been puzzled, when 
examining roentgenograms of the chest, by the occa- 
sional finding of a fine convex line beginning at the 
right apex, curving downward and inward toward 
the mediastinum, and ending just below the level of 
the costal cartilage of the first rib in a dense comma- 
shaped shadow. 
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Bendick and Wessler were able to study at autopsy 
two lungs in which they had noticed this shadow in 
roentgenograms made during life. They were able to 
show conclusively that the fine convex line marks off 
an accessory lobe of the right lung known as the 
“lobe of the azygos vein.” 

Variations in the pulmonary fissures are known to 
be fairly common. The term “‘azygos lobe” has been 
applied to several accessory lobes. 

The accessory lobe of the azygos vein is formed by 
the partial cutting off of a portion of tissue from the 
upper lobe of the right lung by a sort of meso-azygos, 
in the free edge of which the azygos vein lies. This 
lobe is rare. Howarp A. McKnicuat, M.D. 


Crafoord, C.: Two Cases of Obstructive Pulmonary 
Embolism Successfully Operated Upon. Acta 
chirurg. Scand., 1928, \xiv, 172. 

Following a report of two cases of pulmonary 
embolism in which Trendelenburg’s operation was 
performed successfully, the author states that 
Trendelenburg’s operation is a typical procedure 
which in most cases of embolism can be quite well 
carried out in the time at the surgeon’s disposal. 
Interference with the left pleura is not necessary 
and should be avoided. After removal of the em- 
bolus all cut vessels in the chest wall should be care- 
fully tied. The rubber tube around the vascular 
pedicle should never be pulled tight; its purpose is 
to pull the artery into the wound. 

The incision in the artery should be about 2 cm. 
long. The stagnated blood should be let out in 
order to unload the heart and to evacuate any 
thrombi that may be lodged in the heart or in the 
vessels peripheral to the heart. A suction arrange- 
ment is of great aid in the operation. Injections of 
adrenalin directly into the heart and aorta are of 
very great importance. 


Nystrom, G.: Experiences in Three Cases in Which 
the Trendelenburg Operation Was Done for 
Pulmonary Embolism (Erfahrungen in drei nach 
Trendelenburg operierten Faellen von Lungenembo- 
lie). Acta chirurg. Scand., 1928, |xiv, 110. 

The first case reported was that of a woman forty- 
eight years of age who was operated upon for 
hemorrhoids and died thirty hours later. The second 
was that of a woman forty-five years of age who 
was subjected to cholecystectomy and died five 
hours after the operation. The third was that of a 
man thirty-five years of age who was subjected to 
appendectomy and is now well. 

In the first case a typical Trendelenburg operation 
was done for the removal of the embolus. In the 
others, an extrapleural exploration was done, in one 
instance after resection of the sternal border (un- 
satisfactory), and in the other after resection of the 
third costal cartilage in addition to the sternal 
border (good exposure). 

In one case small ruptures had been produced in 
the intima of the pulmonary artery by too-tight 
application of the tourniquet. 
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In Case 1, the blood stream was cut off for sixty 
seconds; in Case 2, for sixty-five seconds; and in 
Case 3, that of the patient who was saved, for one 
hundred and four seconds. 

In the last case the embolus was removed with the 
aid of a specially constructed suction tube. 

In Cases 2 and 3 adrenalin was injected into the 
aorta to stimulate the heart. 


Eloesser, L.: Congenital Cystic Disease of the 
Lung. Surg. Clin. N. Am., 1928, viii, 1361. 


Eloesser reports a case of congenital cystic disease 
of the left lung in a boy twenty years of age. He 
quotes Sauerbruch as suggesting that this anomaly 
may be caused in an early stage of development by 
a duct of Cuvier which, stretching unusually sharply 
across the hilum of the embryonal lung-bud, con- 
stricts and presses upon the latter. The more 
frequent occurrence of bronchiectatic anomalies on 
the left side may be explained by the relation 
between the right and left ducts of Cuvier. 

In congenital cystic disease of the lung, severe 
attacks of dyspnoea, cyanosis, and choking occur 
and frequently terminate fatally. When there is a 
free communication, the symptoms and signs will 
be those of a wide-open internal pneumothorax. 
When there is no communication at all, the cyst, 
usually a smaller one, contains a mucous secretion 
and causes the varied symptoms of a benign intra- 
thoracic tumor or an abscess. In some cases, how- 
ever, the condition is symptomless. There is often 
a cough with little or no expectoration. 

The signs are those of a pneumothorax with or 
without pressure and with mediastinal deviation if 
the cyst is open. If the cyst is closed, the phenomena 
may be those of intrathoracic tumor, empyema, or 
abscess. Fever and toxicity depend upon the presence 
of infection. 

The diagnosis is difficult and often impossible. 
When a communication with a bronchus exists, a 
roentgenogram made with lipiodol will prove that 
the oil lies in the lung and not in the pleura, and that 
the condition is a cyst and not a pneumothorax. If 
the cyst contains air but does not demonstrably 
communicate with the bronchus, the presence in the 
roentgen films of a shadow corresponding to an 
interlobar septum will reveal the nature of the con- 
dition since in pneumothorax and marked collapse 
of the lung the interlobar septum would also be 
collapsed. 

The condition must be differentiated from echino- 
coccus cyst, dermoid cyst, and old encapsulated 
tuberculous empyema. 

In infants with signs of increased intrathoracic 
tension and mediastinal deviation, the cyst should 
be opened by the introduction of a valve-tube or by 
marsupialization. In older patients, wide opening 
of the cystic lung with subsequent more or less 
complete removal of the lobe and suture of the com- 
municating bronchus is indicated. Uninfected cysts 
without pressure symptoms may be left untreated. 

Jacos M. Mora, M.D. 
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Thorpe, E. S.: Chronic Bronchiectasis in Child- 
hood. Pennsylvania M. J., 1928, xxxii, 168. 

Moore, W. F.: Bronchoscopic Treatment of Bron- 
chiectasis in Children. Pennsylvania M.J., 1928, 
XXxxii, 170. 


THORPE states that in cases of bronchiectasis in 
children under thirteen years of age he found the 
most common precursor to be bronchopneumonia. 
Other conditions of importance in the etiology were 
pertussis, measles, and disease of the accessory nasal 
sinuses. In about 65 per cent of the cases there was 
residual sepsis in the tonsils, sinuses, or middle ear. 
Rickets was an important factor in nearly all of the 
cases as it reduced the general resistance. In half of 
the bronchoscopically removed material the pre- 
dominant organism was the streptococcus. 

During the earlier stages, bronchoscopy revealed 
slight annular dilatation of the bronchi, loss of the 
gland structure, and residual secretion after cough- 
ing. Roentgenograms showed slight interstitial and 
bronchial prominence, obliteration of the cardio- 
hepatic angle, and evidences of chronic pleurisy and 
diaphragmatic dysfunction. The principal symptom 
was a paroxysmal cough brought on by a change of 
position. Hamoptysis was frequent. The physical 
signs were those of pulmonary fibrosis with bron- 
chitis. In nearly 50 per cent of the cases there was 
clubbing of the fingers. 

The most common complications were broncho- 
pneumonia and pleurisy. Renal disease occurred in 
30 per cent of the cases. Anamia was found in one- 
half of the cases, and undernutrition was common, 

Moore believes that bronchiectasis in children 
almost invariably follows an acute infection, and 
that disease of the nasal accessory sinuses and laryn- 
gotracheitis are of little importance in the etiology. 

One hour before a bronchoscopic examination is 
made in Moore’s cases the patient is given from 14 
to % gr. of morphine sulphate. Secretions are sent 
to the laboratory at once for the preparation of a 
vaccine. Lipiodol is injected through the broncho- 
scope under fluoroscopic control in quantities of 
from 5 to 20c.cm. The vaccine is given every fourth 
day and bronchoscopic treatment every seven days. 
Twenty per cent gomeno! or 1 per cent monochlor- 
phenol may be instilled in amounts of 5 c.cm. Con- 
strictions should be dilated and new growths re- 
moved. 

Early cases respond best to bronchoscopic treat- 
ment, and those with a small localized area have the 
best prognosis. Bronchoscopy furnishes the drain- 
age which is necessary in this condition. 

WitiiaM A. Bras, M.D. 


Whittemore, W.: The Treatment of Chronic Bron- 
chopuimonary Suppurative Lesions Limited to 
One Lobe of the Lung. New England J. Med., 
1928, cxcix, 1213. 

The author reviews his experience at the Mas- 
sachusetts General Hospital in the treatment of 
chronic suppurative bronchopulmonary infection 
with dilatation of the bronchi limited to one lobe 


and not due to the tubercle bacillus. The only cura- 
tive procedure in this condition is surgical removal 
of the involved lobe. Bronchoscopy is of value 
chiefly for the aspiration of pus from the bronchial 
tree, the dilatation of strictures, and the removal of 
granulation tissue that is tending to obstruct the 
bronchus. The author believes that the injection of 
lipiodol is unnecessary for the diagnosis in most cases 
and is dangerous as it may carry the infection to 
the sound lung. Artificial pneumothorax is seldom 
beneficial. 

Graham’s cautery lobectomy has yielded good re- 
sults, especially in involvement of the lower lobe 
with atelectasis. Amputation of a lobe of the lung 
within the pleural cavity has been abandoned be- 
cause of its very high mortality. 

The operation advocated by the author is done 
to shut off the blood supply to the lobe, fix the 
mediastinum, and retard the infection of the pleural 
cavity which always follows a lobectomy for a septic 
condition. It is performed under nitrous oxide- 
oxygen and ethylene anesthesia. The pleural cavity 
is opened, the lung is examined, and sections of a 
sufficient number of ribs are removed to permit 
delivery of the diseased part of the lobe from the 
pleural cavity. The lung is then firmly sutured to 
the muscles of the chest wall and a No. 20 French 
catheter is inserted to the root of the lung. The 
wound is closed as tightly as possible. The pleural 
cavity is drained by the catheter. The lobe becomes 
necrotic in about ten days and sloughs off in from 
three to five weeks. 

In nine cases operated upon in this way there 
were six complete cures and two deaths. 

WitiiaM A, Bras, M.D. 


HEART AND PERICARDIUM 


Stevenson, G. H., and Marshall, A. J.: Rupture of 
the Heart from a Pyzmic Abscess in the 
Myocardium. Glasgow M.J., 1928, cx, 337. 


The case reported was that of a boy nine years of 
age who was struck on the left ankle by a stone. 
Three days later, septic blisters appeared at the site 
of the injury, and a few days after the formation of 
the blisters the picture of osteomyelitis with sep- 
ticamia developed. 

At operation, free incisions were made over the 
fibula, but the periosteum and bone did not appear 
to be involved. After the operation, multiple ab- 
scesses developed and the pulse remained 120 
although the general condition seemed to improve. 
Death occurred suddenly. 

At autopsy, the pericardium was found distended 
by pus and blood from a ruptured abscess of the wall 
of the left ventricle which had traversed the entire 
thickness of the ventricular musculature. Two 
other abscesses were present in the same region, but 
did not entirely penetrate the wall. Cultures of the 
pus yielded staphylococcus aureus. 

Only nineteen similar cases have been reported in 
the literature. Wittram A. Brams, M.D. 
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Alexander, E. G.: Suppurative Pericarditis from 
the Surgical Viewpoint. Ann. Surg., 1928, 
Ixxxviii, 801. 

Alexander gives a historical account of the 
efforts made to treat suppurative pericarditis surgi- 
cally. The first successful pericardiotomy was per- 
formed in 1819 by Romero of Barcelona for non- 
suppurative pericardial effusion. Two of the 3 
patients upon whom he performed this operation 
recovered. In 1844, Hilsman performed the first 
successful pericardiotomy for suppurative _peri- 
carditis. Since then there have been reported a total 
of 176 pericardiotomies for suppurative pericarditis 
with 76 recoveries and 55 deaths. 

Suppurative pericarditis is usually a secondary 
disease. Most commonly it follows pneumonia and 
rheumatic fever, but may be associated with, or 
follow, other conditions such as tuberculosis, osteo- 
myelitis, puerperal sepsis, gonorrhoea, scarlet fever, 
typhoid fever, meningitis, malaria, erysipelas, and 
leukemia. It may be a terminal complication in 
gout, chronic nephritis, arteriosclerosis, scurvy, 
pleurisy, aneurism, diabetes, and various other 
chronic illnesses, including certain types of hepatic 
cirrhosis. 

Primary pericarditis is usually due to external 
trauma, but cases have been reported in which it 
was caused by an injury from within such as per- 
foration of the csophagus or the stomach through 
the diaphragm. 

The types of microérganisms found include 
pneumococci, Koch’s bacillus, bacillus pyocyaneus, 
bacillus welchi, and other pyogenic cocci and 
bacilli. The condition is most frequent between the 
sixth and twenty-fifth years of age. Pneumonia is 
responsible for most cases of purulent pericarditis 
at any age. 

The physical signs of pericardial effusion depend 
upon a disturbance of anatomical and physiological 
relations resulting from the accumulation of fluid 
in the sac. Muffled heart sounds are characteristic. 
An accumulation of 750 c.cm. of fluid may cause 
the disappearance of all traces of friction rub even 
at the base and the apex where frictions usually 
persist longest. An increase in the extent and a 
change in the shape of the area of precordial dullness 
noted on percussion are among the most trustworthy 
diagnostic signs. In children, precordial bulging is 
suggestive. According to Williamson, downward 
displacement of the left lobe of the liver is one of the 
earliest signs. An accumulation of from 500 to 600 
c.cm. causes a displacement of 2.5 cm. The X-ray 
is not of much aid in the diagnosis as the patient is 
too ill to permit a satisfactory roentgen examination. 
The symptoms are due to the mechanical enlarge- 
ment of the pericardial sac in the thoracic cavity, 
the presence of pus associated with toxemia, and 
reflexes due to irritation of the phrenic nerve and 
the ganglia and nerves of the intercostal plexus. 

The diagnosis is made certain by the finding of 
pus on exploratory puncture or incision, but a 
probable diagnosis can be reached from a careful 


consideration of the etiology, the course of the fever, 
the cardiac muscle symptoms, the general condition, 
precordial oedema, a high leucocyte count, and 
X-ray evidence of fluid in the pericardial sac. 

The treatment is drainage of the pus by wide 
exposure of the pericardial sac. The incision should 
be made to the left of the sternum as low down as 
possible because the lowermost part of the peri- 
cardium lies toward the left and because the sac is 
more likely to be uncovered by the overlapping 
pleura on this side. Many operations have been 
devised in accordance with these principles. Re- 
sections of the fifth, sixth, and seventh costal 
cartilages either alone or in pairs and in some 
instances with resection of portions of the sternum 
have been suggested. Alexander found excision of 
the fifth and sixth costal cartilages to be sufficient 
in his cases. 

Local anesthesia should be employed and special 
attention paid to the anesthesia of the pericardium 
before the pericardial incision is made. Rubber 
tissue drains inserted after exploration of the sac 
with the finger have been found satisfactory. Some 
surgeons advise irrigation with Dakin’s solution or 
normal saline solution, but Alexander has not found 
this necessary. 

The author reports 4 cases. The first case il- 
lustrates the difficulties in diagnosis. Operation 
revealed enormous dilatation of the heart but no 
fluid in the pericardial sac. This was a case of rheu- 
matic fever. The patient recovered in spite of the 
operation, but cardiac decompensation persisted. 

In the second case the suppurative pericarditis 
followed a lobar pneumonia. Complete recovery 
resulted. 

In the third case also the condition followed lobar 
pneumonia. The patient survived two months after 
the operation, and during that time there was inter- 
mittent drainage of pus through a catheter intro- 
duced into the pericardial sac. 

The fourth case was that of a girl of six years who 
became ill with symptoms of septicemia. Opera- 
tion was performed ten days later after X-ray 
examination had revealed evidence of pericardial 
effusion. Fifty cubic centimeters of a turbid fluid 
showing pus cells were removed. Recovery was 
complete. Manuert E. Licutenstetn, M.D. 


CESOPHAGUS AND MEDIASTINUM 


Beatty, C. C.: Congenital Stenosis of the Gsoph- 
agus. Bril. J. Child. Dis., 1928, xxv, 237. 

The author reviews in detail fifty cases of con- 
genital stenosis of the oesophagus which were recorded 
in the literature up to 1926 and reports four more. 

There are two varieties of this rare anomaly: 
(1) a membranous type, with partial occlusion of the 
lumen by a fold of normal mucous membrane, and 
(2) a non-membranous type, with a localized reduc- 
tion of the size of the oesophagus. The stenosis may 
be situated anywhere in the cesophagus, but its most 
common sites are the upper and lower ends. 
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In congenital stenosis there are no pathological 
changes in the walls of the oesophagus such as are 
found in acquired stenosis, but there may be hyper- 
trophy and dilatation above the obstruction. As a 
rule, congenital stenosis is not accompanied by other 
congenital abnormalities. 

The symptoms of congenital stenosis usually begin 
in infancy, most commonly at the time of weaning. 
The most characteristic symptom is regurgitation of 
unchanged food, within a few minutes after its 
deglutition, without pain or nausea. 

Adults with congenital stenosis of the oesophagus 
may be well developed and well nourished, but in 
children and adolescents some degree of infantilism 
is not uncommon. 

Roentgenography and cesophagoscopy are in- 
valuable in the diagnosis. 

When treatment is given, the prognosis in the 
membranous type is good, complete recovery being 
usually possible. In the non-membranous variety, 
the prognosis is not unfavorable as regards life, but 
restriction of solid food is generally necessary. 

The best treatment in the membranous variety is 
gradual dilatation with bougies controlled by 
cesophagoscopy until the membrane has_ been 
destroyed. 

In the non-membranous form, dilatation is un- 
likely to be successful and is attended by con- 
siderable risk of rupturing the oesophagus. A few 
successful results following radical operations have 
been reported. In a case of stenosis at the lower end 
of the oesophagus it may be necessary to consider 
excision. Manuet E. Licutenstetn, M.D. 


MISCELLANEOUS 
Guion, C. M., and Meara, F. S.: Chest Pains. Med. 
Clin. N. Am., 1928, xii, 623. 
The authors discuss the causes and treatment of 
angina pectoris. Attempts have been made to block 
the pathways of pain by surgical measures. Cases 
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have been reported in which the pain ceased after 
anesthetization of the second and third dorsal 
nerves on the affected side. However, the relief was 
only temporary. In 1920, Jonnesco reported a case 
in which he obtained a cure by resecting the left 
cervical sympathetic. Coffey and Brown com- 
pletely relieved the pain by cutting the superior 
cardiac nerve and the main trunk of the sympathetic 
below the superior cervical ganglion. 

As the pain is a danger signal warning of exhaus- 
tion of the heart, these measures should be used only 
after all other efforts to give relief have failed. 

Reflex angina begins below the diaphragm, pos- 
sibly in the gall bladder. Cardiospasm and pyloro- 
spasm can cause intense pain beginning in the 
epigastrium and radiating up the sternum and out 
into the jaws. Howarp A. McKnicut, M.D. 


McPhedran, F. M., and Weyl, C. N.: The Value of 
Synchronization in the Accurate Diagnosis of 
Chest Diseases. Radiology, 1928, xi, 458. 


As applied to roentgenography of the chest, 
“synchronization”? means making exposures at a 
selected phase of the cardiac cycle. Pairs of films 
thus exposed in the same phase are truly stereoscopic. 

Cardiac movements, the pulse wave within the 
pulmonary arterial tree, and the vibration of the 
pulse set up in the peripheral lung are responsible 
for many hilum shadows which are variously 
interpreted. 

The authors have devised a method whereby, 
with the time of exposure cut to one-fortieth of a 
second and accurately timed as to the cardiac 
phase, clear plates may be obtained free from the 
blurry margins so commonly seen. 

This method offers an improvement in the chest 
technique which may change the interpretation of 
lung markings. It constitutes also a delicate test for 
cardiac failure comparable with early ophthalmosco- 
pic examination for changes in the circulation. 

GeorcE A. Cottett, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Rosenblatt, M. S., and Meyers, M.: Muscle-Fascia 
Suture with Preserved Fascia and Tendon. 
Surg., Gynec. & Obst., 1928, xlvii, 836. 


In experiments on dogs, Rosenblatt and Meyers 
carefully removed the loose areolar tissue from the 
rectus muscles and then sutured them to Poupart’s 
ligament under strong tension to determine what 
may be expected in the way of union under tension. 
Preserved ox fascia and tendon and autogenous fas- 
cia were used as suture material. 

Both the dead fascia and the autogenous fascia 
gave very firm union. The tendinous material gave 
less firm union and was more difficult to use as it was 
inelastic, hard, and apt to be more bulky. The union 
obtained with the autogenous fascia was no firmer 
than that obtained with the dead fascia. 

At necropsy, the fascia suture appeared smaller 
than when it was introduced and there were dense 
fibrous growths between the suture and the muscle 
and Poupart’s ligament. When tendon was used no 
reduction in the size of the suture was noted and the 
fibrous ingrowths were fewer. 

The microscope showed that the fascia and tendon 
grafts had caused a foreign-body reaction but very 
little round-cell reaction. Connective tissue cells 
had invaded the grafts and bound them to the 
muscles and fascia. Marked vascularization of the 
grafts had taken place. 

The authors conclude that the dead fascia graft is 
of value in difficult herniotomies. 

Louts P. GamBer, M.D. 


Wehik, M.: Inflammatory Diseases and Haemato- 
mata of the Anterior Abdominal Wall (Ueber 
entzuendliche Erkrankungen und Haematome der 
vorderen Bauchwand). Acta chirurg. Scand., 1928, 
Ixiii, 531. 


In the period from 1921 to 1927 inclusive, twenty 
cases of disease of the anterior abdominal muscles 
were observed in the surgical hospital clinic at 
Dorpat. Three were of traumatic and seventeen of 
metastatic origin. The causes were: 

1. Traumatic rupture of the anterior abdominal 
muscles without suppuration. 

2. Spontaneous rupture of the muscles as a result 
of degeneration or atrophy. 

3. Spontaneous rupture of the epigastric vessels 
due to acute or chronic injuries of their walls. 

4. Primary foci of infection and pyogenous mixed 
infections forming metastases. ‘To this group belong 
also the so-called “idiopathic” cases, which are 
metastases from a latent focus of infection. 

By causing irritation of the parietal peritoneum 
and consequent inflammatory peritonitis, ruptures 


and inflammatory conditions of the abdominal 
muscles of acute onset may simulate acute intra- 
abdominal disease. In cases of abscesses and hix- 
matomata in the rectus sheath it is important to 
determine whether the lesion is located to the right 
or the left of the midline and to note the sharp 
limitation of the swelling at the tendinous insertion 
of the muscle. The tumor can be moved sideways 
through the relaxed abdominal muscles but remains 
immobile when the muscles are rigid. 

In the twenty cases reviewed, the rectus muscle 
was involved most frequently. In four cases, primary 
foci of infection besides influenza and pneumonia 
were found, and in one case a puerperal infection 
was present. In three cases the condition was of 
purely traumatic origin, and in seven its origin 
could not be determined. 


Bailey, H.: Strangulated Femoral Hernia. Bril. 
M.J., 1928, ii, 1033. 


The author compares the old lower operation with 
the Lotheisen operation for femoral hernia. The 
disadvantages of the lower operation are summarized 
as follows: 

1. Resection and anastomosis are impossible 
within the limits of the wound. 

2. A loop of bowel may be reduced extraperitone- 
ally. 

3. The bladder is in danger of injury. 

4. The loop of bowel may retract within the abdo- 
men before it can be inspected. 

The technique of the Lotheisen operation is 
described. Particular attention is given to placing 
the deep sutures through Cooper’s ligament and the 
periosteum. It is important to keep the left index 
finger in contact with the femoral vein to protect 
this vessel. The sutures are carried through the 
conjoined tendon and, when tied, bring that struc- 
ture into intimate contact jwith the iliopectineal line. 

In seventy cases treated by the lower method 
there were five recurrences and four deaths, whereas 
in thirty cases treated by the Lotheisen method 
there were two recurrences and one death. 

The operation of Hey-Groves, in which Poupart’s 
ligament is split, has certain advantages over the 
lower method. The author performed this operation 
in seven cases with two deaths. Of the four patients 
who have been traced, none has developed a recur- 
rence. WIiLuiaM J. Pickett, M.D. 


Schaer, W.: The Determination of the Vitality of 
Leucocytes in Peritoneal Exudate (Zur Pruefung 
der Vitalitaet von Leukocyten in Peritonealexsudat). 
Deutsche Ztschr. f. Chir., 1928, ccx, 250. 

The author determined the vital staining capacity 
of the pus cells in the peritoneal exudate in about 
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fifty cases of appendicitis. Undamaged cells did not 
take colloidal dyes such as Congo-red or trypan- 
blue, but damaged cells absorbed these dyes. There 
appeared to be a relation between the staining ca- 
pacity of the leucocytes, the anatomical changes in 
the abdomen, and the duration and virulence of the 
infection. It was possible to judge the processes in 
the abdomen from the number of damaged cells. 
The number of damaged cells was greater in cases of 
intra-abdominal abscess than in those of fresh per- 
foration. This finding was in agreement with the 
more dangerous clinical picture and higher mortality 
in cases of intra-abdominal abscess. 

The conflict of the organism against the infection 
was shown by the staining reaction when the living 
uncolored cells were compared with the damaged 
stained cells. Such a comparison permitted certain 
conclusions to be drawn with regard to the progno- 
sis. A single examination during the operation gave 
information as to the defensive powers of the body. 
In acute phlegmonous appendicitis the number of 
stained leucocytes never exceeded 10 per cent. In 
gangrene and perforation, the number of damaged 
leucocytes ranged from 10 to 50 per cent. In per- 
forated appendicitis with general peritonitis there 
were hardly any unstained cells. In old appendiceal 
abscesses all of the cells were stained, whereas in 
early cases from 30 to 60 per cent showed staining. 

Koentc (Z). 


Dudley, G. S.: Endothelioma of the Peritoneum. 
Ann. Surg., 1928, |xxxviii, 1110. 

The patient whose case is reported was a woman 
who had an attack of pleurisy in 1918, when she was 
seventeen years old, and in 1921 was believed to have 
tuberculous peritonitis. In 1922 she was operated 
upon under local anesthesia for right inguinal her- 
nia. In July, 1922, she was subjected to a laparot- 
omy for a condition believed to be tuberculous 
peritonitis, but the pathological diagnosis was pseu- 
domyxoma of the peritoneum. In October, 1922, a 
second laparotomy was performed for the evacua- 
tion of fluid from the abdomen and a pathological 
diagnosis of subacute productive peritonitis was 
made. In October, 1923, February, 1924, and Octo- 
ber, 1924, X-ray treatment to the abdomen was 
given. Menstruation stopped after the beginning of 
this treatment. 

In January, 1925, the abdomen was opened for the 
third time because of pain and re-accumulation of 
fluid, and a pathological diagnosis of adenocar- 
cinoma of the peritoneum was made. In May, 1925, 
X-ray therapy was again administered, and in June, 
1925, fluid was again evacuated from the peritoneal 
cavity by laparotomy. In November, 1926, a fifth 
laparotomy for the evacuation of fluid was done and 
a pathological diagnosis of mesothelial carcinoma or 
endothelioma arising in the peritoneum was made. 
Between November, 1926, and June, 1927, when a 
sixth laparotomy for the evacuation of fluid was 
done, four more X-ray treatments were given. Since 
January, 1924, ovarian extract has been given to 
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alleviate the symptoms of the artificial menopause 
resulting from the irradiation. 
Car R.STEINKE, M.D. 


GASTRO-INTESTINAL TRACT 


M’Cracken, I. E.: Consecutive Tests by the Frac- 
tional Method of Gastric Analysis. Edinburgh 
M. J., 1928, xxxv, 674. 


The author reviews seventy-five cases in which a 
gastric analysis by the fractional method was done 
on two or more occasions. Each test was preceded 
by a thirty-six-hour period of preparation during 
which all drugs were stopped and a simple light diet 
was given. Seven hours before the test, which was 
always made at about 7 o’clock in the morning, the 
patient was given a cup of milk containing two tea- 
spoonfuls of charcoal and a charcoal biscuit. A 
Ryles tube was used. The test meal consisted of 
strained gruel made in the same way for all cases. In 
most cases a stilet was used in passing the tube. 
After the tube had been passed the stomach was 
pumped dry, the test meal was given, and samples 
were withdrawn every fifteen minutes for two hours. 
The stomach was then again pumped empty. The 
samples were immediately examined for mucus, bile, 
blood, and charcoal. Iodine was used to test for 
starch. Toepfer’s reagent and phenolphthalein were 
employed as indicators in checking the acidity, and 
in cases in which there was a question as to the 
amount of free hydrochloric acid the Guenzberg test 
was carried out. 

Sixty-two per cent of the patients were able to 
swallow the tube without difficulty the first time 
they were tested, and an additional 15 per cent were 
able to swallow it without difficulty the second time 
they were tested. When the acid curves were classi- 
fied it was found that 47 per cent of the patients had 
a different curve when they were tested the second 
time. The difference averaged 11.6 units in the de- 
terminations of free hydrochloric acid and 9.7 units 
in those of total acidity. The average difference be- 
tween the first and the second curves was less when 
the comparison was made at the end of the first hour 
and a half after the ingestion of the test meal. Most 
of the patients showed a higher response to the first 
test than to the second. All but one showed a higher 
response to the first test at the end of fifteen min- 
utes, but an hour after the ingestion of the meal the 
average response was greater in the second test. The 
percentage of cases in which a higher response was 
obtained in the first test seemed to increase with the 
ease with which the patients were able to swallow 
the tube. When difficulty was experienced in the 
swallowing of the tube it was found that the first 
test gave a lower curve than the second at which the 
difficulty was less. The rate of emptying, estimated 
by the absence of starch, was found to be constant 
in the two tests in about 65 per cent of the cases. In 
the other 35 per cent there was a variation which, in 
the author’s opinion, might have been found of sig- 
nificance if it had been studied further. Considerable 
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variation was noted in the presence and the amount 
of bile, mucus, blood, charcoal, resting juice in the 
stomach, and the residue at the end of the test. The 
author believes that this was probably of some sig- 
nificance. 

M’Cracken concludes that the variations in the 
results of consecutive tests by the fractional method 
of gastric analysis are greater than is usually sup- 
posed, and that the test is not a reliable method of 
recording changes in gastric functien resulting from 
treatment or other causes. However, he believes 
that the average amount of variation is not enough 
to affect seriously the diagnostic significance of the 
results obtained from the test. 

Louis P. GAMBEE, M.D. 


Naumann, H.: Fatal Hemorrhage from a Gastric 
Ulcer Which Could Scarcely Be Seen at Au- 
topsy (Verblutungstod aus einem selbst bei der 
Autopsie kaum nachweisbaren Ulcus ventriculi). 
Med. Klin., 1928, xxiv, 935. 

After a few prodromal symptoms, a twenty-two- 
year-old girl had a gastric hemorrhage with subse- 
quent intestinal bleeding. Another copious hemor- 
rhage eleven days later was fatal. 

At autopsy it was impossible to discover the 
slightest evidence of ulcer on the external surface of 
the stomach, but the gastric mucosa on the posterior 
wall showed a very shallow ulcer about the size of a 
lentil. The fatal hemorrhage was probably due to a 
very small blood vessel in the center of the ulcer. 

Lurz(Z). 


Mandler, V.: Gastric Ulcer and the Bayliss-Starling 
Law (Magengeschwucr und Bayliss-Starlingsches 
Grundgesetz). Acta chirurg. Scand., 1928, \xiv, 346. 

The author is of the opinion that the pathogenesis 
of the functional symptoms of ulcer of the lesser 
curvature may be explained by the Bayliss-Starling 
law. He discusses the most important symptoms 
from this standpoint. 


White, F. W., and Jankelson, I. R.: Late In- 
tussusception of the Bowel into the Stomach 
After Gastro-Enterostomy. New England J. 
Med., 1928, cxcix, 1189. 

The authors review the literature on late in- 
tussusception of the bowel into the stomach after 
gastro-enterostomy and report two cases. 

The first case was that of a man thirty-eight years 
of age who was operated upon for a penetrating ulcer 
of the duodenum. The ulcer was inverted and a 
gastro-enterostomy was performed. Eighteen months 
later the patient was suddenly seized with epigastric 
pain and hematemesis resulting in moderate shock. 
Operation was not considered urgent, but death 
occurred after a few hours. 

At autopsy, the stomach was found greatly di- 
lated and filled with blood-stained fluid and coils 
of small intestine. A 40-cm. portion of bowel had 
become invaginated through the gastro-enterostomy 
opening and was congested and somewhat gangre- 


nous. This loop of bowel had been the source of the 
bleeding. 

The second case was that of a man thirty-seven 
years of age upon whom a posterior gastro-enter- 
ostomy was performed for pyloric ulcer with obstruc- 
tion. Four years later, vomiting of coffee-ground 
vomitus occurred for four days, the bowels failed to 
move, and peristalsis became visible above the 
umbilicus. Operation revealed a loop of small intes- 
tine invaginated into the stomach through the gastro- 
enterostomy opening. Death resulted. 

The authors review sixteen similar cases reported 
in the literature. Hamatemesis was a frequent and 
important symptom. A tumor mass was found in 
less than 50 per cent, and the mortality after opera- 
tion was 50 per cent. Wititam A. Bras, M.D. 


Wolfsohn, G.: Gastric Carcinoma After Gastro- 
Enterostomy for Ulcer (Ueber Magencarcinome 
nach Gastroenterostomie wegen Ulcus). Deutsche 
med. Wchnschr., 1928, liv, 1079. 


On the basis of 150 of his own cases and 15 hospital 
cases of gastric ulcer which were treated by gastro- 
enterostomy, the replies to a questionnaire sent to 
Berlin surgeons and gastro-enterologists, and the 
statistics in the literature, the author has come to 
the conclusion that cancer of the stomach is very 
rare after gastro-enterostomy unless it was present 
before the operation, and that when symptoms recur 
several years after the operation they are probably 
not due to the development of a gastric cancer. 

He believes that the mucosa of the small intestine 
contains ‘‘anti-carcinoma” substances since car- 
cinoma of the small intestine is very rare as com- 
pared with carcinoma of other parts of the intestinal 
tract and other tumors of the small intestine; ulcer 
of the duodenum very seldom undergoes malignant 
degeneration as compared with ulcer of the stomach; 
and gastric ulcers for which gastro-enterostomy is 
done practically never become carcinomatous where- 
as of those not treated surgically from 10 to 70 per 
cent become malignant. Josepu (Z). 


Moynihan, Sir B.: Problems in Gastric Surgery. 
Brit. M. J., 1928, ii, 1021. 

This article is based on the author’s experience of 
thirty years. Moynihan deplores the use of the term 
“gastroduodenal ulcer” in a recent article by 
MacLean, Jones, and Fildes as he believes that no 
advance in our knowledge of these two conditions 
can occur if they are spoken of as one disease. He 
calls attention to the fact that gastric and duodenal 
ulcers differ in symptoms, in their behavior as 
regards hemorrhage and perforation, in their tend- 
ency to undergo malignant degeneration, and in the 
chemical nature of the contents of the stomach. 
Moreover, the two lesions occur as a rule in opposite 
types of persons. He believes the use of the term 
“juxtapyloric ulcer” is also to be condemned. In 
his series of over 2,000 cases of gastric ulcer, less 
than 3 per cent of the lesions were at the pylorus or 
within 1% in. of it. 
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Acute gastric and duodenal ulcers are usually 
multiple and heal quickly, leaving little or no trace. 
They very rarely perforate and seldom bleed. This 
was demonstrated by observations of gastric ulcers 
over a twelve-year period. In 60 of 61 cases in which 
death occurred from perforation and in 13 of 14 
cases in which death resulted from haemorrhage the 
ulcer was chronic. The same relationship was noted 
in a similar series of cases of duodenal ulcer. 

With regard to the relative value of medical and 
surgical treatment, Moynihan states that both gas- 
tric and duodenal ulcers may heal under medical 
treatment and remain healed, but since sound heal- 
ing may result in pyloric stenosis, which is virtually 
duodenal stenosis, and in hour-glass contraction of 
the stomach, surgical treatment may be necessary 
eventually in cases at first treated medically. At 
autopsy, evidence of open or healed ulcers is found 
in 5 per cent of bodies examined, and in many of 
the cases there has been no history of symptoms. 

Before medical treatment is begun, the presence 
of an ulcer must be established definitely. At times, 
the X-ray findings are misleading. MacLean has 
reported the complete healing of a very large pene- 
trating gastric ulcer in three weeks under medical 
treatment, but the author has never known of such 
an ulcer to heal in less than four months. In the 
author’s cases, the ulcer was seen at operation and 
was found too high for resection, an operation such 
as cholecystogastrostomy was done, and the healing 
was carefully watched by X-ray examination. 

Moynihan emphasizes that the surgeon may do 
irreparable injury by performing a short-circuiting 
operation in cases in which no trace of ulcer is found, 
whereas drugs and dietary treatment do no harm 
if an ulcer is not present. In cases without ulcer, 
medical treatment has earned an undeservedly high 
repute and surgical measures have been brought 
into unwarranted disrepute. 

Medical treatment is apt to be dangerous, pro- 
longed, and tedious. To banish symptoms is easy, 
but cessation of the symptoms seldom means that 
the ulcer is cured. The object of treatment must 
always be firm healing of the ulcer. MacLean is 
quoted as stating that if symptoms recur, treatment 
with milk and alkaline powders for a day or two is 
indicated, but Moynihan emphasizes that recurrence 
of symptoms means renewed activity of the ulcer, 
infection, and spasm. MacLean uses the word 
“cure” in reporting a number of cases in which 
treatment was begun in 1926 or 1927, but in Moyni- 
han’s opinion, a cure under medical treatment in 
the short period since that time cannot be assumed, 
especially when seasonal variations and the cyclical 
character of the symptoms are taken into considera- 
tion. 

With regard to the intensive administration of 
alkalies, Moynihan points out that this treatment 
is theoretically unsound since in many cases of ulcer 
the gastric contents show a low acidity or none at 
all. However, until something better is found, 
alkalies are indicated when hyperchlorhydria is 


present. It has been suggested by Kinsella that 
the potent effect of alkalies is due not so much to 
their neutralizing power as to their ability to dilate 
the pylorus with subsequent relief of the spasm and 
emptying of the stomach. 

If medical treatment is to succeed, the patient 
must closely follow the advice of his physician. Per- 
functory and haphazard procedures which leave too 
much to the patient are often the cause of dis- 
appointment in the results and of the “recur- 
rences” or true disasters with which the surgeon 
has so frequently to deal. Medical treatment must 
include a few weeks of rest and the administration 
of triple or quadruple carbonates when the acid 
content is high. Advice with regard to diet, the use 
of alcohol and drugs, and rest, warmth, and cloth- 
ing must be scrupulously followed by the patient. 
Moynihan takes exception to Hurst’s statement 
that calloused and penetrating ulcers may heal in 
three months, as he has found that healing may 
require as long as three years. 

The patient who has experienced many recur- 
rences or in whom one or more chronic ulcers have 
existed or are still present is only wasting time and 
risking his life by continuing medical treatment. It 
is rare indeed to hear of a patient who has unfalter- 
ingly submitted to the full prolonged medical treat- 
ment. Moreover, patients in poor financial circum- 
stances are seldom able to give medical treatment 
an adequate trial. Therefore the treatment of 
gastric and duodenal ulcers is an economic rather 
than a medical problem. Deaths in cases treated 
medically must be attributed to the failure of that 
treatment. 

If gastro-enterostomy owes its success to the 
alkalinizing power of the bile that enters the stom- 
ach, it would seem rational to expect that cholecysto- 
gastrostomy would accomplish the same results. 
In cases of inaccessible large ulcer in the stomach 
with a normal or high acidity, and in cases of jejunal 
ulcer, the latter operation has been done, but it is 
still too soon to judge the end-results. 

A certain percentage of gastric and duodenal 
ulcers can be influenced only by surgery, the propor- 
tion depending upon the ages and general condition 
of the patients, the duration of the ulcers, the care 
exercised in intensive medical treatment and its 
duration, the subsequent attention paid to diet and 
other matters, the occurrence or non-occurrence of 
hemorrhage, stenosis, and chronic perforation with 
adhesions to neighboring parts, and, in the case of 
the stomach, the tendency toward malignancy. 

Seldom, if ever, does a patient with duodenal ulcer 
and a history of two or more attacks recover per- 
manently under medical treatment. The symptoms 
may subside for months or even years, but ulti- 
mately they recur. As a rule it is the incompletely 
calloused ulcer that breaks down. Hundreds of 
such cases have been seen. 

The main indications for surgical treatment in 
duodenal ulcer are recurrence of the symptoms, 
stenosis, and bleeding. 
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Attention is called to the modern tendency of 
surgeons everywhere to abandon short-circuiting 
operations. The author’s long experience leads him 
to believe that such operative procedures are the 
most successful of all abdominal operations. ‘The 
grave discrepancies in opinion are explained by the 
fact that gastro-enterostomy should never be per- 
formed alone, but should be accompanied by some 
measure that deals directly with the ulcer. Unless 
this advice is followed, the symptoms may recur 
and perforation or bleeding may necessitate re- 
operation. In addition, the appendix should be 
removed and the gall bladder and spleen dealt with 
as indicated. In cases with an ulcer on the posterior 
surface and with or without an anterior ulcer, the 
duodenum may be opened, the ulcer cauterized, and 
the pylorus closed temporarily with an encircling 
suture. In over 80 per cent of cases with both an 
anterior and a posterior ulcer the anterior ulcer is 
the older. Lake’s dissatisfaction with gastro-enteros- 
tomy is attributed by Moynihan to inadequacy of 
his attack. Careful pre-operative preparation is es- 
sential. Since the anastomosis does not heal by first 
intention, bismuth carbonate should be given and a 
special diet prescribed. ‘There will be no dissatisfac- 
tion with gastro-enterostomy if care is taken to 
observe these rules. The mortality averages 1 per 
cent, although Pannett in a recent article reported 
it to be 4 or 5 per cent in selected cases and higher 
in unselected cases. Preliminary preparation of the 
patient including blood transfusion does not mean 
that the case belongs in the selected group. 

It is difficult to explain the wide differences of 
opinion as to the ultimate results of gastro-enter- 
ostomy. Commonly an unsatisfactory result means 
that the operation was not properly performed. 
Lake gives the incidence of unsatisfactory results as 
36 per cent, but in the author’s experience it is 
between 6 and 8 per cent. The operation is too often 
done for such conditions as lead poisoning, vis- 
ceroptosis, cholelithiasis, tabes dorsalis, and acblor- 
hydria. 

When definitely indicated and properly performed, 
gastro-enterostomy should cause no anxiety except 
in the case of haemorrhage and jejunal ulcer. The 
former occurs as a rule from an ulcer at or near the 
anastomosis. Failure entirely to eradicate dental 
infection may be responsible for bleeding. Splenic 
anemia and acute ulcer may also initiate haemor- 
rhage. Moynihan takes exception to a statement by 
Pannett that gastric ulcers and especially duodenal 
ulcers are as liable to bleed after operation as before. 
He states that if this is the case it must be assumed 
that gastro-enterostomy was done in cases of gastric 
ulcer for which it was unsuitable or that a duodenal 
ulcer was left untouched. 

The ultimate results of gastro-enterostomy are 
spoiled by the complication of jejunal ulcer in from 
4 to 5 per cent of cases. The ulcer may develop 
while the patient is still in the hospital or as late as 
nineteen years later. As a rule it appears within two 
years. 


Lewisohn reports that jejunal ulcer developed in 
34 per cent of cases in which he performed a gastro- 
enterostomy for duodenal ulcer, while Burges re- 
ports that he has rarely observed the lesion. Fol- 
lowing the lead of Haberer, many surgeons now 
advocate partial gastrectomy for duodenal ulcer. 
Before this procedure is considered, gastro-enteros- 
tomy should be given a fair trial based on strict 
adherence to an invariable routine including careful 
examination, pre-operative preparation, confirma- 
tion of the clinical diagnosis at operation, destruc- 
tion of the ulcer by cauterization or otherwise, 
repair of the duodenum followed by a short-circuit- 
ing operation, removal of the appendix, examination 
of the biliary tract, regulation of the diet, and 
restriction of the use of tobacco, alcohol, and salt. If 
these precautions were fully observed, little would 
be heard of deaths or poor results after gastro- 
enterostomy. 

There is no doubt that gastrectomy for duodenal 
ulcer is a more serious operation than gastro- 
enterostomy. Its mortality ranges from 5 to 10 per 
cent and in cases operated upon by surgeons of 
little skill is much higher. The unanswerable deduc- 
tion is therefore that if every patient with an unsatis- 
factory result after gastro-enterostomy were to die 
from the operation, the survivors with a good result 
would be equal in number to the survivors after 
gastrectomy, that is to say, equal in number to 
those who, in the author’s practice, die after gastro- 
enterostomy plus all those whose results ultimately 
prove unfavorable. The advocates of gastrectomy 
claim that because of the anacidity resulting from 
the operation, secondary ulcers are unlikely to de- 
velop. This statement has been disproved repeatedly. 
even when three-fourths of the stomach has been 
removed, free hydrochloric acid may be found. The 
literature reports at least 100 cases of jejunal ulcer 
following gastrectomy for duodenal ulcer. On the 
other hand, jejunal ulcer rarely follows gastrectomy 
performed for gastric ulcer. 

In 166 cases of duodenal ulcer operated upon by 
Haberer in the period from 1925 to 1927, the mor- 
tality was 8.4 per cent. Of the 107 patients traced, 
2 developed a gastrojejunal ulcer. 

The advocates of gastrectomy are asked by 
Moynihan upon what grounds the operation is 
established. As the mortality is between 5 and 
10 per cent, the operation seems prohibited for it 
means that a larger number of patients are caused 
to die in order that a larger number may live to 
experience a possibly slighter chance of developing 
a new ulcer. The chemical results do not show to 
advantage when compared with those following 
gastro-enterostomy, and there is not a great degree 
of freedom from the only serious sequela, gastro- 
jejunal ulcer. In surgery, the search should always 
be for safety and simplicity. Gastrectomy for 
duodenal ulcer is neither safe nor simple and does 
not give better end-results than gastro-enterostomy. 
The worst of gastro-enterostomy is known and the 
best is unsurpassable. We have yet to learn the 
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worst of gastrectomy and what we know is unfavor- 
able enough. 

A Continental surgeon has spoken of gastro- 
enterostomy as a “disease.” It is true that it is a 
disquieting and formidable disease—serious, wide- 
spread, and highly contagious—but its victims are 
to be found among surgeons rather than among 
patients. It is the irrelevant application of the 
operation to unsuitable cases and its imperfect per- 
formance in cases requiring it that have brought it 
into disrepute. 

It is true that we are hearing of more and more 
gastro-enterostomies that require separation. The 
author has separated many of them, but in none of 
the cases has he seen any unequivocal sign of an old 
or recent gastric or duodenal ulcer. If the operation 
had been necessary the anastomosis would not have 
required separation except, of course, in cases of 
jejunal ulcer. The necessity to undo an anastomosis 
is a reflection, not upon an accredited operation, 
but upon the judgment of the physician who advised 
it or the surgeon who performed it in that particular 
case. Too often the operation is done solely upon 
the advice or request of the referring physician. 

Morris A. Stocum, M.D. 


Flint, E. R.: Complete Gastrectomy for Carcinoma 
of the Stomach. Brit. M.J., 1928, ii, 979. 


The patient whose case is reported was a laborer 
forty-four years of age whose chief complaints were 
indigestion with pain, anorexia, and loss of weight. 
The indigestion had been present for two and a half 
years. Epigastric pain occurred about half an hour 
after the ingestion of food. At first, the attacks 
lasted three or four weeks and were followed by 
almost complete freedom from symptoms. There 
had never been any vomiting of food or blood, and 
no blood had ever been noted in the stools. The 
patient suffered from constipation. 

Physical examination showed the patient to be 
anemic and revealed an ill-defined lump in the epi- 
gastrium. 

A diagnosis of carcinoma of the stomach was 
made. 

At operation, the stomach was found to be the 
site of a large growth. There were thin adhesions to 
the pancreas. Several glands along the lesser curva- 
ture and one gland at the oesophageal juncture were 
involved. A pylorectomy was performed and the 
duodenal stump inverted. The gastrocolic omentum 
was divided along the greater curvature and the 
lesser gastrohepatic omentum similarly treated. 
The stomach was then mobilized and drawn down 
by traction on the oesophagus, cut off, and sutured 
to the jejunum. The jejunum was drawn up in front 
of the transverse colon. 

The patient bore the operation well. Within a 
month he was out of bed and able to take small 
quantities of soft food at frequent intervals. After 
a meal he very soon became hungry again. Diarrhoea 
was present for several months after the operation, 
but finally ceased entirely. Microscopic sections 


showed the tumor to be a spheroidal-celled type of 
growth. 

Seventeen months after the operation the patient 
was back at work, able to eat normally, and in ap- 
parently good health except for slight anaemia. 
Eighteen months after the operation the erythrocyte 
count averaged 4,500,000, the hamoglobin value 
was 76 per cent, and there was only a slight varia- 
tion in the size, shape, and staining qualities of the 
cells. Joun W. Nuzum, M.D. 


Sherry, L. B.: Two Cases of Benign Intestinal Ob- 
struction. Surg. Clin. N. Am., 1928, viii, 1511. 

The first case reported was that of a man twenty- 
six years of age who suffered an acute attack of 
abdominal pain. When the patient was seen by 
Sherry, the abdomen was tense but not distended, 
the temperature tor degrees F., and the leucocyte 
count 14,000. A diagnosis of perforated appendi- 
citis with peritonitis was made. 

Operation through a right rectus incision revealed 
a Meckel diverticulum which had tied itself into a 
single knot around a loop of the ileum in such a way 
that the distal free end had become gangrenous. 
When the adherent band was freed, the bowel as- 
sumed its normal color. The abdomen was closed 
without drainage. Recovery was uneventful. 

The second case was that of a man sixty years 
of age with a history of pain in the lower part of 
the abdomen, nausea, and vomiting of four days’ 
duration. Examination of the upper abdomen re- 
vealed a visible tumor mass in the midline above the 
umbilicus. The mass was the size of an orange and 
freely movable from side to side. It was not painful. 
A diagnosis of probable malignancy of the transverse 
colon was made. 

Operation revealed an intussusception of the 
ascending colon into the transverse colon. This was 
readily reduced. A retention cyst or mucocele of the 
appendix measuring 9 by 3.5 cm. was then found 
and removed. The patient made an uneventful 
recovery. The specimen was filled with a clear mu- 
coid material and on microscopic examination was 
found not to be malignant. Joun W. Nuzum, M.D. 


Retan, G. M.: Non-Operative Treatment of In- 
tussusception. N. Vork State J. M., 1928, xxviii, 
1408. 

In Retan’s method of treating intussusception 
non-surgically the child is placed on a horizontal 
fluoroscopic table and barium in water is injected 
into the rectum by gravity under a pressure of 3 or 4 
ft. The barium will stop at a level below the in- 
tussusception. When this occurs, the supply of 
barium is turned off. There is then a column of 
barium in the colon and above it a column of gas. 
Above the gas is the obstruction. 

With the inner side of one hand placed trans- 
versely across the abdomen, pressure is applied on 
the sigmoid to prevent the barium from escaping 
and then, with the other hand, pressure is carefully 
and intermittently made on the colon to force the 
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barium upward. The advancing barium forces the 
gas upward, distending the colon and exerting an 
even pressure against the obstruction. 

The result of this procedure is watched in the 
fluoroscope. If the obstruction is not relieved, the 
column of barium is seen returning when the pres- 
sure is removed. If the obstruction is relieved, the 
colon is filled with the barium. Its outline is then 
carefully studied. If the colon cannot be completely 
outlined, operation is done. 

In 400 cases treated by this method by Koch and 
Oerm, the mortality was lower than in cases treated 
surgically. Harry W. Fink, M.D. 


Moir, P. J., and Walker, G. F.: Sarcoma of the 
Small Intestine. Brit. M.J., 1928, ii, 1170. 


Sarcoma usually occurs about midway along the 
small intestine. The prognosis and symptoms do not 
vary according to the microscopic picture of the 
growth, but depend upon the gross morbid anatomy. 
The following three types are recognized: 

1. A small polypoid mass projecting into the lu- 
men of the gut. This is the most common type. 
After several months of general symptoms, chiefly 
cachexia, colic, and fever, acute intussusception 
occurs. 

2. A cuff-like or tubular infiltration of the bowel 
wall. After general symptoms of several weeks’ or 
months’ duration, an abdominal tumor suggesting 
an appendiceal abscess or ovarian cyst is discovered 
or subacute obstruction simulating a growth of the 
colon takes place. 

3. A pedunculated mass from the peritoneal sur- 
face of the gut. General symptoms are followed by 
acute symptoms due to the increasing bulk of the 
tumor, changes within it, or acute torsion of the in- 
volved coil of small bowel. 

Three cases are reported. In the first, in which 
operation was performed for acute intestinal obstruc- 
tion, a large tumor (sarcoma with eosinophile infil- 
tration) was found 18 in. below the duodenojejunal 
juncture. This was resected and a lateral anasto- 
mosis was performed. Eleven years later an annular 
cuff-like growth high up in the small intestine was 
removed following several months of colic and vomit- 
ing. The patient was well one year after the second 
operation. 

In the second case there was a spindle-cell sarcoma 
in the form of a sloughing cyst attached to the small 
intestine 1 ft. from the duodenojejunal juncture. 
The patient was alive one year after resection and 
lateral anastomosis. 

The third case was that of a patient who was ad- 
mitted to the hospital in very poor condition with a 
diagnosis of acute intestinal obstruction. Operation 
revealed a small intestinal tumor, but ileostomy was 
all that could be done. At autopsy, a rhomboid 
fleshy mass was found adherent to the small intestine 
8 ft. from the ileocecal valve. This had caused in- 
testinal obstruction by bringing about torsion of the 
coil to which it was attached. 

Harry C, Sartzstern, M.D. 


Green, N. W.: Polypoid Adenocarcinoma of the 
Jejunum with Acute Intussusception. Ann. 
Surg., 1928, Ixxxvili, 1112. 

Green, N. W.: Leiomyoma of the Jejunum with 
Intussusception. Ann. Surg., 1928, |xxxviii, 1113. 


A woman thirty-four years of age gave a history of 
abdominal cramps for twenty-five days and nausea 
and vomiting for two days. For two years she had 
been on a diet because of a ‘‘nervous”’ stomach. At 
operation, an intussusception was found about 4 ft. 
from the ligament of Treitz. A 5-in. portion of the 
gut with a pedunculated mass was resected and a 
side-to-side anastomosis was done. Good recovery 
resulted. The pathological diagnosis was polypoid 
adenocarcinoma of the jejunum. 

A man sixty-seven years of age had suffered for 
six months from attacks of abdominal pain which 
lasted for several hours. At operation, 5 in. of the 
jejunum and a tumor about 18 in. from the ligament 
of Treitz were resected and a side-to-side anastomo- 
sis was done. Good recovery resulted. The patho- 
logical diagnosis was leiomyoma of the jejunum. 

Car R.STEINKE, M.D. 


Caldbick, S. L.: Two Cases of Persistent Omphalo- 
mesenteric Duct. Surg. Clin. N. Am., 1928, viii, 
1341. 

In one of the author’s cases of persistent omphalo- 
mesenteric duct, that of a baby eighteen days old, 
there was a discharge of fwcal material though the 
umbilicus which interfered with nutrition to such an 
extent that surgical intervention was necessary. In 
the other case, that of a woman thirty-two years of 
age, the remnant of omphalomesenteric duct bound 
the ileum to the umbilicus and was the cause of 
abdominal distress but there was no discharge. 

Louts P. GAmBEE, M.D. 


Ryle, J. A.: Chronic Spasmodic Affections of the 
Colon and the Diseases Which They Simulate. 
Lancet, 1928, ccxv, 1115. 

Ryle reviews a series of fifty cases of spastic colon 
—thirty-nine without excess mucus in the stools and 
eleven of the condition commonly called ‘‘ mucous 
colitis.” Thirty-three of the patients were females. 
The average age was thirty-nine years. The pa- 
tients are described as lean, thin, and spare, and 
twenty-seven of them as nervous, anxious, or 
neurotic. A history of dysentery, excessive use of 
tobacco, constipation, and excessive purgation was 
often elicited. In eighteen cases (36 per cent) the 
appendix had been removed without relief of the 
symptoms. ‘ 

The chief complaint in chronic spasmodic condi- 
tions of the colon is usually discomfort or pain in 
the lower part of the abdomen. The pain is often a 
dull continuous ache. It varies greatly in its sever- 
ity. In rare cases, morphine is necessary. As a rule, 
the affected parts of the colon can be easily pal- 
pated. Examination of the stools reveals no blood. 
On sigmoidoscopic examination the mucosa appears 
normal. After a barium enema, the X-ray may show 








a ae a ae 


= 


on 


Se eee A ee a? ee 








il- 





SURGERY OF THE ABDOMEN 437 


in extreme cases the affected length of bowel as a 
thin thread or streak of barium. There may be also 
a shortening or straightening of the affected segment. 
The condition must be differentiated from appen- 
dicitis, duodenal ulcer, diverticulitis, carcinoma of 
the colon, renal colic, intestinal obstruction, ovarian 
and tubal disease, and neurasthenia. 

The treatment must include a simple explanation 
of the nature of the disorder to the patient. General 
hygienic measures are important. Mental and 
physical relaxation, moderate exercise, warmth, and 
a sensible mixed diet are necessary. The bulky 
starchy foods which cause flatulence must be 
avoided. Most fruits are desirable. Purgatives 
should be forbidden. The use of tobacco should be 
restricted. Belladonna helps to relax the spasm. 
Bromides should be reserved for nervous patients. 
When the pain is severe, large warm enemata ad- 
ministered slowly and rectal injections of 4 or 5 oz. 
of warm liquid paraffin to be retained overnight are 
beneficial. As the disorder is so largely dependent 
upon constitutional factors, it is difficult to correct, 
but rational treatment will often relieve the symp- 
toms and in mild cases may effect a cure. 

Joun W. Nuzum, M.D. 


Thorlakson, P. H. T.: Ulcerative Colitis. Canadian 
M. Ass. J., 1928, xix, 656. 

Ulcerative colitis is an essentially chronic inflam- 
mation of the colon which is subject to acute or sub- 
acute exacerbations. The exact cause is unknown, 
but the condition is almost universally believed to be 
of infectious origin. The pathological lesion is typi- 
cal and constant. It is an erosion which, in the ad- 
vanced stages, is associated with oedema, conges- 
tion, and leucocytic infiltration of the entire bowel 
wall. While the whole length of the large bowel is 
frequently involved, the disease affects most com- 
monly the rectum and sigmoid. 

The clinical manifestations are diarrhoea with 
from six to thirty stools a day containing blood, pus, 
and mucus; a varying degree of secondary anxmia; 
loss of weight in spite of a fairly good appetite; slight 
fever; a leucocytosis; and cramp-like abdominal pain 
relieved by evacuations. In the diagnosis, the sig- 
moidoscope is indispensable. The X-ray is of aid in 
excluding other causes of diarrhoea and revealing the 
extent of the disease. 

The complications of ulcerative colitis are arthri- 
tis, hemorrhage, perianal abscess, stricture, polypo- 
sis, perforation, and malignancy. 

As the nature of the micro-organism responsible 
for the condition is not known, the treatment has 
not been standardized. The author has found a 
simple cecostomy for irrigation of great value. 
Transverse ileostomy is rarely necessary, but is of 
benefit in selected cases. Its indications are re- 
peated profuse colonic hemorrhages, generalized 
polyposis, and long-standing cases in which the colon 
has been converted into a useless fibrous tube. 

Dietetic and medical management are of great 
importance. A low-residue diet of high caloric value 


is indicated. Cod liver oil and calcium lactate by 
mouth may be added. Stovarsol occasionally causes 
marked improvement. 

The author believes that ulcerative colitis is due 
to infection by the bacillus dysenteriz and should be 
regarded as a form of bacillary dysentery. He there- 
fore uses an autogenous serum obtained by injecting 
into animals the Flexner bacillus isolated from recent 
cases, and believes that this treatment is likely to 
prove better than other methods. 

SAMUEL Kaun, M.D. 


Adam, L.: Primary Carcinoma of Bauhin’s Valve 
(Ueber das primaere Carcinom der Valvula Bauhini). 
Orvosképzés, 1928, xviii, 29. 

Carcinomatous growths of Bauhin’s valve are 
quite rare and are difficult to recognize because the 
clinical manifestations begin with signs of intestinal 
obstruction. The author reports the case of a patient 
fifty-two years old who entered the clinic with a 
history of symptoms characteristic of gall-stone colic 
or duodenal ulcer of six months’ duration and with 
signs of intestinal obstruction for five days. A diag- 
nosis of gall-stone ileus was made, but at operation 
the cause of the obstruction was found to be an 
annular neoplasm in the cecum. As the patient’s 
condition did not allow a radical procedure, the 
author divided the ileum 15 cm. above the ileocecal 
valve, inverted the distal end, and brought the 
proximal end through the abdominal wound after 
introducing a drainage tube. 

The patient recovered so rapidly that two weeks 
later the lower part of the ileum, the caecum, and 
the ascending colon were radically extirpated. The 
transverse colon was then closed blindly, the loop 
of small intestine leading to the abdominal wall was 
divided and its proximal end was anastomosed end- 
to-side to the transverse colon, and the distal end 
and the ileostomy were removed. Uninterrupted 
convalescence resulted. 

The opened specimen showed clearly how the 
ileocecal valve had been forced into the lumen of 
the cecum by the increased peristalsis of the small 
intestine with the production of complete obstruc- 
tion. Microscopic examination showed the tumor 
to be an adenocarcinoma. Makat (Z). 


Fried, H. Roentgenological Study of the Inverted 
Ceecum. Am. J. Roentgenol., 1928, xx, 531. 


The cecum becomes inverted as the result of con- 
genital malposition associated with interference 
with its normal descent or prolongation of the meso- 
colon and abnormal mobility of the ascending colon 
and caecum. Three cases of cecal inversion are re- 
ported by the author. From a study of these and 
similar cases, Fried draws the following conclu- 
sions: 

1. The inverted caecum is a clinical entity. 

2. It has both a clinical and a roentgenological 
syndrome. 

3. The clinical signs and symptoms are fairly 
constant. 
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4. The diagnosis can be established only by 
roentgenological study. 

5. When the cxcum is in the normal position or 
is high, the diagnosis may be established by the 
ingested barium meal. 

6. A high cwcum will turn back to its normal posi- 
tion when it is distended with a barium enema 
unless it is held by adhesions. 

7. In a low cecum an ingested barium meal will 
fail to show inversion because of the crowding and 
massing of the intestines, but the barium enema 
will reveal the inversion because the floor of the 
pelvis prevents the organ from turning downward and 
the intraluminal pressure forces it to turn upward. 

8. The standing position will frequently turn the 
inverted cecum down and the prone position will 
turn it up. 

g. Recognition of the inverted cacum is of prime 
clinical importance as it may prevent an unneces- 
sary abdominal operation. Apo.rpn Harrunc, M.D. 


Monnier, E.: The Diagnosis of Appendicitis in 
Childhood (Zur Diagnose der Appendicitis im 
Kindesalter). Schweiz. med. Wehnschr., 1928, \viii, 
697. 

The author reviews 1,056 cases of appendicitis in 
children which were operated upon with a mortality 
of 5.2 per cent. In the cases in which the operation 
was performed on the first day of the illness there 
were no deaths. All fatalities were due to peritonitis 
or peritoneal sepsis. In one-half of the fatal cases 
the physician was called too late. In one-third, 
though called in time, he failed to recognize the 
nature of the condition. ‘The cause of the error in 
diagnosis was usually a retrocwecal position of the 
appendix or displacement of the appendix in the 
small pelvis. 

On the basis of these cases the author discusses 
the differentiation of the condition from acute 
gastro-enteritis, acute colitis, colonic spasm, catar- 
rhal jaundice, pneumococcic and gonococcic perito- 
nitis, parasitic ileus, perforation of Meckel’s diver- 
ticulum, twisted ovarian cyst, intussusception, tu- 
berculosis of the mesenteric glands, acetonxemic 
vomiting, pneumonia, the early stage of measles, 
scarlet fever, chicken pox, tonsillitis, pharyngitis, 
pyelocystitis, meningitis, pelvic osteomyelitis, and 
actinomycosis. He states that when there is doubt 
as to the diagnosis operation should be performed. 
Operation should be performed early. 

STARLINGER (Z). 


Bettman, H. W.: Chronic Appendicitis from the 
Viewpoint of an Internist. Ann. Int. Med., 1928, 
ii, 509. 


Chronic appendicitis must not be confused with 
recurrent appendicitis. The latter is an attack of 
acute or subacute appendicitis. ‘The more nearly the 
clinical picture suggests an acute attack, the more 
certain the curative effect of an operation. When 
there is no history of a preceding attack of acute 
appendicitis and when the main clinical symptom is 


distress in the right lower quadrant of the abdomen, 
operation is almost sure to fail to give relief. If 
judged, not by the pathologist’s report, but by the 
clinical results, the results of operation for chronic 
appendicitis are disappointing in 40 per cent of the 
cases. 

The belief that epigastric distress associated with 
iliac tenderness on the right side means appendicitis 
is to be deplored. Operations for so-called ‘chronic 
appendicitis” are not harmless. Even when they 
are performed by skilled surgeons, there is a certain 
unavoidable operative mortality and serious after- 
effects cannot always be prevented. One sequela of 
appendectomy which is far from uncommon—ileac 
stasis—has received little recognition or study. ‘This 
is a distinct clinical entity. It has a fairly charac- 
teristic clinical history and can be recognized by 
X-ray examination. 

Of more than 3,000 appendices studied by the 
author, more than 1,300 showed chronic changes or 
productive inflammation beginning with infiltration 
of the submucosa with round cells and ending in 
fibrosis. The first changes occur near the tip of the 
appendix and consist in infiltration of round cells 
about the Meissner ganglia. This process increases 
until the ganglia may be completely buried in round 
cells. The cells gradually decrease as the fibrosis 
proceeds until the ganglia are embedded in dense 
scar tissue. Corresponding changes are sometimes 
found in the ganglia in the neck of the gall bladder. 

Rohdenberg believes that so-called chronic appen- 
dicitis is due to a lesion of the sympathetic nervous 
system which is not restricted to the appendix alone, 
but is probably general to the splanchnic system. 
Such a lesion would explain the reflex gastric symp- 
toms, the attacks of spasm and pain, and why re- 
moval of the appendix or gall bladder or of both does 
not always relieve the symptoms. 

SAMUEL Kaun, M.D. 


Hornung, R.: A Contribution on the Relation Be- 
tween the Appendix and the Genitalia: (a) 
Carcinoma, (b) Pseudomyxoma (Beitrag zu 
Beziehungen zwischen Appendix und Genitale: (a) 
Carcinom, (b) Pseudomyxom). Zentralbl. f. Gynack., 
1928, lii, 1630. 

The author reports a case of primary carcinoma 
of the appendix with metastases to both ovaries. 
The diagnosis was confirmed by microscopic exami- 
nation. Lubarsch and others have described so- 
called “carcinoids,” small nodules at the tip of the 
appendix. These occur most frequently at an early 
age and show a tendency toward infiltrative growth 
but do not tend to form metastases or to recur. 
Nevertheless they are true epithelial neoplasms and 
not inflammatory adenoid proliferations. 

In the author’s case of primary carcinoma of the 
appendix the malignancy of the tumor was evident 
from the clinical course. ‘The forty-one-year-old 
patient died of metastases after five months. 

In the case of a woman fifty-nine years of age 
with pseudomyxoma of the peritoneum involving 
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the ovaries and appendix the primary site of the 
condition could not be determined. ‘There are re- 
ports of cases of myxomatous degeneration in both 
males and females in which the appendix was un- 
doubtedly the primary focus. Independent involve- 
ment of both organs simultaneously is highly im- 
probable. However, in the author’s case the primary 
focus could not be determined since, by the rupture 
of the appendix, particles of mucosa could have been 
transplanted to the ovary, and epithelial prolifera- 
tion from the ovary could have been conveyed to 
the appendix by way of inflammatory membranes 
between the appendix and the ovary. In such cases 
the spread is due to implantation of the cells, whereas 
the metastasis of carcinoma of the appendix to the 
ovaries probably occurs by retrograde transportation 
of the carcinoma cells through the lymphatics. 
Srecert (G). 


Lundh, G.: On the Treatment of Prolapsus Recti. 
Acta chirurg. Scand., 1928, \xiv, 58. 

The author has re-examined eighty-four women 
who were treated for rectal prolapse at the Malmo 
General Hospital during the period from 1906 to 1926. 

In fourteen cases the treatment was conservative, 
consisting of restriction of the diet, rest in bed, and 
lavage of the rectum. In sixty-nine cases, a simple 
thermocauterization was done after conservative 
methods had failed. In one case the rectum was 
fixed to the uterus in connection with an operation 
for uterine prolapse. 

Of the fourteen women treated conservatively, 
two were found on re-examination to have a recur- 
rence. One of the latter was subsequently treated by 
thermocauterization, but the other refused further 
treatment. 

Of the sixty-one women treated by thermocauter- 
ization who were traced, all were free from their 
previous symptoms and two were found to have a 
very slight degree of prolapse. 


Dukes, C.: Urinary Infections After Excision of the 
Rectum: Their Cause and Prevention. Proc. 
Roy. Soc. Med., Lond., 1928, xxii, 259. 


In a series of fifty cases of excision of the rectum— 
fourteen those of women and thirty-six those of men 
—the author studied the frequency, cause, and pre- 
vention of urinary infection by daily quantitative 
tests for pyuria and repeated bacteriological ex- 
aminations of the urine. Pyuria appeared from six 
to eight days after the operation in the cases of all of 
the women and in the cases of fourteen men in whom 
the retained catheter was sealed by a wooden peg. 
In some cases the pus disappeared in four or five 
weeks, but in the majority it was present for a longer 
period. For two or three days before the flow of pus 
began, staphylococci were obtained in pure culture 
from the urine. Later cultures usually showed a 
mixed growth of coliform bacilli and cocci. The 
lesion in the female patients and in most of the male 
patients was cystitis. In a few of the male patients 
the pus may have been due to urethritis. 


During convalescence from excision of the rectum, 
urinary infections rarely produce obtrusive symp- 
toms and the presence or absence of an infection can 
be determined only by regular microscopic examina- 
tions for pus. 

Urinary infections following excision of the rec- 
tum are due, not to the operation itself, but to the 
means used for drainage of the bladder. In the 
cases of male patients which are reviewed by the 
author the most common source of such infection 
was the wooden peg used to close the retained cathe- 
ter. The substitution of a better seal resulted in the 
prevention of infection of the bladder urine in two- 
thirds of the cases in which it was done, and in those 
in which it failed the infection ran a different course. 
In females, the prevention of infection is more diffi- 
cult because of the danger of contact between the 
catheter and local sepsis. 

The prevention of urinary infection after excision 
of the rectum is a task requiring the close coépera- 
tion of the surgeon and pathologist. Regular micro- 
scopic examinations of the urine for pus are neces- 
sary. The minimal number of weekly tests required 
to determine whether infection has occurred and to 
determine it early is six. 

The author recommends that patients who are to 
be subjected to excision of the rectum be given two 
doses of vaccine prepared from the bacteria which 
cause postoperative urinary infections, the first dose 
to be administered as soon as possible after the diag- 
nosis has been made and the second after an interval 
of from seven to ten days. SAMUEL Kaun, M.D. 


Dieterich, H.: Experiences at the Giesen Clinic in 
the Radical Treatment of Rectal Carcinoma 
(Die Radikale Behandlung des Mastdarmkrebses 
nach den Erfahrungen der Giessener Klinik). Arch. 
f. klin. Chir., 1928, cl, 691. 

The author reviews 364 cases of carcinoma of the 
rectum which were treated in the period from 1906 
to 1927. A radical operation was performed in 234. 
Amputation of the rectum was done 73 times with 
14 deaths. Resection of the rectum, the operation of 
choice when the carcinoma is not too high, was per- 
formed 112 times with a mortality of only 8.8 per 
cent. Combined resection was done 46 times for a 
high rectal carcinoma, with a mortality of 19.5 per 
cent. 

The late results corresponded to those of other 
clinics. They showed no differences in the various 
technical procedures. Of the patients operated upon 
by the combined method, 37.5 per cent were alive 
after three years, 21.8 per cent after five years, and 
18.8 per cent after eight years. FIscHER (Z). 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Horrall, O. H.: Bilirubin, a Non-Toxic Substance. 
J. Lab. & Clin. Med., 1928, xiv, 217. 

Using heart-lung preparations similar to those of 

Knowlton and Starling and Lambert and Rosenthal, 
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modified for use with one dog, the author tested 
highly purified bilirubin extracted from gall stones 
of cattle. 

Heparin was injected intravenously to prevent 
clotting. Bilirubin dissolved in various solutions 
such as 1 per cent sodium carbonate, 1 per cent 
sodium hydroxide, human serum, and dog serum 
was injected into the blood stream of nine dogs with 
heart-lung preparations. Slight variations in the 
pulse rate occurred, corresponding to the usual 
variations in the control heart-lung preparations. 
‘The blood pressure, however, did not change in any 
instance although the fat about the heart and the 
lungs became deeply colored. 

A 0.662 per cent solution of sodium glycocholate 
introduced intravenously for comparison caused an 
immediate fall in the blood pressure, irregularity of 
the heart action, and cessation of activity with acute 
dilatation of the entire heart. Sodium cholate, 0.47 
per cent, caused irregularity of the heart action and 
a fall in the blood pressure. Whole gall-bladder bile, 
5 c.cm. in 210 c.cm. of blood, caused irregularity of 
the heart action with a marked increase in the 
amplitude of the beat. Atropine then caused slowing 
of the rate, but adrenalin had very little effect. A 
second injection of bile caused a marked increase in 
the amplitude of the beat and an increase in the 
rate, but this was soon followed by cessation of the 
heart action. What appeared at first to be the 
stimulating action of bile quickly paralyzed the 
heart. 

The author concludes from these experiments that 
bilirubin has no effect on the heart. 

STANLEY H. Mentzer, M.D. 


Katayama, I.: Bile Acids in Jaundice. Arch. Int 
Med., 1928, xlii, 916. 


It has been known for many years that bile acids 
circulate in the body; that they are rapidly absorbed 
from the intestinal contents and re-appear in bile. 

In ten “normal” persons the bile acids of the 
blood serum averaged 7 mgm. per 100 c.cm. There 
were no bile acids or urobilin in the urine as indi- 
cated by the author’s colorimetric test for the former 
and Elman and McMaster’s quantitative test for 
the latter. 

An increase in the bile acids in the blood serum 
associated with the excretion of bile acids in the 
urine was found in eight cases of cholecystitis, four 
cases of disease of the liver, seven cases of catarrhal 
jaundice, five cases of obstructive jaundice, and 
three cases of cardiac decompensation. 

Bile acids appear in the urine when the concentra- 
tion of bile acids in the blood serum exceeds 20 mgm. 
per 100 c.cm. Acute obstructive or catarrhal jaun- 
dice produces a rapid rise in the bile acids of the 
blood serum from about five to seven times the 
normal figure. In chronic obstruction, however, the 
increase in bile acids in the blood is only to three or 
four times the normal. This smaller concentration 
of bile acids in the blood in chronic obstructions may 
be explained thus: 


The production of bile acids in the body is limited. 
Normally these acids are excreted by way of the bile 
into the intestine and are then re-absorbed and enter 
the circulation. Accordingly, the bile acids in the 
body are kept at a constant level. In obstructive 
jaundice of long standing there is a continuous 
excretion of bile acids by the kidney, the store of bile 
acids in the body being thereby depleted. 

STANLEY H. Mentzer, M.D. 


Wolfer, J. A., and Christian, L. W.: Pancreatic 
Function Tests, with Special Reference to the 
Quantitative Determination of Fzcal Amylase. 
Arch. Surg., 1928, xvii, 899. 

Clinical diagnoses of pancreatic disease cannot 
be established by present tests with any reasonable 
degree of accuracy. 

Pancreatic tissue is normally present in an amount 
far in excess of the enzyme requirement. ‘Therefore, 
unless a considerable portion of the gland is diseased, 
there is no increase in diastase in the blood or urine 
or decrease in the faeces or duodenal contents except 
in cases of obstruction to the outflow of digestive 
enzymes. 

The authors review the results of numerous tests 
of pancreatic function reported in the literature. 
None of the verified tests is of striking value except 
Wohlgemuth’s and McClure’s determinations of 
fecal amylase which indicate obstruction to the 
outflow of pancreatic secretion. 

Amylase is the most reliable of the pancreatic 
enzymes for stool tests. The authors used the Hawk 
modification of the Wohlgemuth test and the starch- 
iodine reaction in preference to the copper reduction 
reaction. Facal amylase determinations in normal 
persons were made in three groups of five students, 
each on a fixed diet. The diastase seemed to vary 
with the diet, and a given diet had practically the 
same stimulating effect on the pancreas in all normal 
persons. 

Determinations of faecal amylase were then made 
in a series of cases of chronic pancreatitis, choleli- 
thiasis, cholecystitis, choledocholithiasis, and cancer 
of the pancreas. These demonstrated that duct 
obstruction as well as diffuse involvement of the 
pancreas produces a decrease in fecal amylase. Mild 
involvement of the pancreas, however, cannot be 
determined by this method. 

Experimental work on dogs showed that the 
administration of 1.25 per cent lactic acid or 10 per 
cent sodium bicarbonate through a jejunal fistula 
stimulated pancreatic secretion as determined by 
fecal amylase tests. If a satisfactory pancreatic 
stimulant such as purified secretin can be found, 
fecal amylase tests may be of value. 

STANLEY H. Mentzer, M.D. 


Geinitz, R.: Hyperglycemia in Acute Pancreatic 
Necrosis (Hyperglykaemie bei akuter Pankreasne- 
krose). Zentralbl. f. Chir., 1928, p. 2069. 


The patient whose case is reported was a woman 
of forty-four years with total pancreatic necrosis of 
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the hemorrhagic variety. On the fourth day after 
operation pus appeared in the urine and the blood 
sugar value was 341 mgm. Twenty units of insulin 
were then given subcutaneously three times a day. 
At the end of a week the blood sugar was 236 mgm. 
Death occurred eleven days later. 

The remarkable features of this case were the high 
blood sugar, the good effect of the insulin, and the 
presence of stones in the bile passages, which were 
probably the cause of the pancreatic necrosis. 

WortMAnn (Z). 


Henschen, C., and Reissinger, H.: Contributions on 
the Clinical Physiology of the Spleen; Experi- 
mental Studies of the Variations in Volume 
and the Contractility of the Spleen, Its Cir- 
culation, and the Closure Mechanism of the 
Splenic Artery (Beitraege zur klinischen Physio- 
logie der Milz: Experimentelle Untersuchungen 
ueber die Volumenschwankungen und die Con- 
tractilitaet der Milz, ueber ihre Durchblutung und 
ueber die Sperrmechanismen der Milzarterie). 
Deutsche Ztschr. f. Chir., 1928, ccx, 1. 


The authors studied first the effect of the most 
commonly used anaesthetics on the volume of the 
spleen. They found that in deep ether anesthesia 
there was no change in the blood pressure and the 
splenic volume remained unchanged. In chloroform 
anesthesia, both the blood pressure and the volume 
of the spleen decreased, but after the anesthesia was 
discontinued they increased again. The spleen shut 
itself off from the rest of the splanchnic area. In the 
vessels of the brain and intestines the circulatory 
rate increased, whereas in those of the extremities and 
spleen it decreased. The authors conclude that the 
decrease in the red blood cells with an unchanged 
hemoglobin content during chloroform anasthesia 
is not due to splenic function. 

Further experiments dealt with the effect of loss 
of blood, of pericardial effusion affecting the heart 
force, and of adrenalin on the volume of the spleen. 

From the summary and conclusions it is seen that 
ether has no effect on the hemodynamic function of 
the spleen whereas chloroform has an irritative ac- 
tion on the neuromuscular mechanism of the spleen, 
causing it to contract. Therefore, in sepsis, chloro- 
form is to be avoided in order to prevent the entrance 
of a flood of toxins and bacteria into the circulation. 
In hemorrhage, the spleen often acts as a protective 
organ, equalizing the loss by giving up blood to the 
circulation. In infusions and transfusions, the spleen 
may prevent overloading by taking up the excess. 
Following pericardial effusion affecting the heart 
force a decrease in the volume of the spleen was 
noted. Adrenalin decreased the size of the spleen. 
Therefore by painting adrenalin on the surface of the 
spleen or injecting it into the organ it might be pos- 
sible to avoid splenectomy. 

The rest of the article deals with the blood supply 
of the spleen. The amount of blood flowing through 
the organ, even in the resting state, is astonishing. 
At the beginning of the influence of adrenalin, the 
quantity of blood is reduced three and one-fourth 
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times, but the blood pressure remains high so that 
the function of the spleen remains constant. With 
cessation of the action of adrenalin, the quantity of 
blood flowing through increases to more than the 
initial values (enlargement of the spleen begins). 
When the spleen contracts, resistance within it 
increases so that less blood flows through. 

Further investigations dealt with the self-exclusion 
of the spleen from the circulation. Gtass (Z). 


MISCELLANEOUS 


Lemon, W. S.: The Function of the Diaphragm. 
Arch. Surg., 1928, xvii, 840. 

The diaphragm develops high up toward the head 
from a five-fold embryonic origin; (1) the septum 
transversum, (2, 3) derivatives of the mesentery, (4) 
derivatives of the pleuroperitoneal membrane, and 
(5) derivatives of the body wall. It then migrates 
caudally into the coelom and constitutes the first 
partition dividing the coelom into its two primary 
divisions. The division of the coclom into two com- 
partments by the diaphragm is therefore a function 
of the diaphragm. 

By comparing embryological and anatomical 
study with a study of function, it is learned that 
when new function is required because of expanding 
activities and new environmental changes, organs 
develop to make the new function mechanically 
possible. New organs appear to perform functions. 
Respiration, however, is a fundamental function 
which was developed long before the diaphragm de- 
veloped. The diaphragm came to its perfection when 
the functional activities of mammals required the 
power to increase pressure within the coelom at will 
and, at the same time, required protection of the 
heart and lungs from the effect of such temporary 
excessive pressure. Development of this function is 
necessary for the birth of offspring. It is logical then 
to believe that the primary function of the diaphragm 
is to provide for increased intracoelomic pressure. 
When the diaphragm developed rhythmic motion, 
it became a true respiratory organ, its contractions 
increasing the long diameter and the volume of the 
chest, increasing the negativity of pressure, and 
causing air to fill the lungs and blood to flow into the 
heart. It therefore appears that the diaphragm is 
an organ designed primarily to effect pressure within 
the coelom by acting in opposition to the muscles 
of the abdomen, and that it has a secondary function 
involving both respiration and circulation. 

Surgical procedures and experimental study on 
animals have challenged the importance of the dia- 
phragm as an organ of respiration. The results of 
such experimental work are outlined as follows: 

1. In animals as well as patients on whom uni- 
lateral phrenic neurectomy had been done, paralysis 
of the hemidiaphragm resulted, rendering this por- 
tion of the organ functionless except in the capacity 
of a partition which divided the coelom into two 
parts. The usual rhythmic movements were carried 
on by the intercostal and the accessory muscles. 
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Compensation was so good a factor in respiration 
and the diaphragm of such secondary importance 
that the movements of the chest wall as a whole or of 
any of its parts were not influenced by the paralysis. 
This conclusion is established by observations, clini- 
cal examinations, kymographic records, and meas- 
urements of the expansive excursion. Casual 
observers were unable to distinguish the phrenec- 
tomized animal from the normal animal. Patients 
with the phrenic neurectomy show the same clinical 
result. 

2. After unilateral section of all of the intercostal 
nerves in dogs the animals lived comfortably and 
compensatory function was so complete that it was 
with difficulty that any loss of either thoracic move- 
ment or response to exercise was seen. This was true 
also when the intercostal nerves were bilaterally 
sectioned, when one phrenic was evulsed, and when 
both were made functionless. It was only when a 
very large part of the muscular equipment was 
functionless that compensation began to fail, and 
from this point compensation failed in direct rela- 
tion to the loss of muscular equipment. 

3. Animals with half the diaphragm paralyzed or 
with the whole muscle rendered functionless regained 
the immediate loss in vital capacity before the surgi- 
cal wound healed and enjoyed activities as strenuous 
as those enjoyed by normal animals. The spirometer 
showed that they made use of the same amount of 
air in a unit of time as their normal mates of the 
same weight. Patients responded in the same way. 

4. Dog and man can live and maintain tidal air 
requirements when all diaphragmatic function is lost 
and when all but the diaphragmatic action is lost. 

5. In a study of the effect of unilateral phreni- 
cotomy on the ability of the lung to aspirate bronchial 
material into remote portions of the bronchial tree, 
it was found that the lung was put at rest by short- 
ening the long diameter of the thorax and by pre- 


venting movement in that diameter, but that suction 
during inspiration was sufficient to cause aspiration 
of the bronchial material. 

6. The diaphragm is a muscular partition divid- 
ing the coelom into two parts. Its two chief functions 
are the provision of an increase in pressure within 
the coelom when this is required and a respiratory 
function dependent upon its ability to contract 
rhythmically and synchronously with other res- 
piratory muscles. 

7. Compensation is so powerful that diaphrag- 
matic paralysis does not greatly alter respiration 
or circulation and has little if any effect on other 
muscles of respiration. 


Caldbick, S. L.: Two Cases of Visceral Fistula 
Treated without Secondary Operation. Surg. 
Clin. N. Am., 1928, viii, 1337. 

Caldbick reports two cases of visceral fistula de- 
veloping after abdominal operation and urges con- 
servative treatment of such fistule. 

In one case the fistula developed on the fourth 
day after an operation for the excision of a perforated 
gastric ulcer and removal of the diseased appendix 
and gall bladder. It drained gastric contents. The 
patient made a complete recovery and left the hos- 
pital on the thirtieth day. 

In the other case the duodenum was injured in the 
course of a difficult operation for stones in the com- 
mon duct. It was immediately repaired, but on the 
third day after the operation there was a profuse 
discharge of fwcal matter and undigested food 
through the incision. When the patient left the 
hospital on the thirty-fifth day, a slight drainage of 
bile still persisted, but ultimately complete recovery 
resulted. 

In the management of these cases, 10 per cent 
glucose and physiological salt solution were used 
freely. Louts P. GAMBEE, M.D. 
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UTERUS 


Damm, P.: The Operative Treatment of Prolapse, 
with Special Reference to the Interposition 
Method. Acta obst. et gynec. Scand., 1928, vii, 179. 


This report is based on 231 cases of prolapse 
treated in Diakonissestiftelsen in the period from 
1912 to 1926. Interposition of the uterus was done 
105 times, chiefly in cases of marked prolapse. In 
the cases of 24 women who were still menstruating 
the operation was supplemented by bilateral re- 
section of the tubes. Amputation of the cervix was 
performed only when there was hypertrophic 
elongation. A senile atrophic uterus was regarded as 
a contra-indication. In cases of hypertrophy of the 
corpus a wedge was excised from the anterior wall. 
A double plastic operation on the vagina, consisting 
of anterior colporrhaphy by the Gersuny-Sanger or 
Forssner method and colpoperineorrhaphy, was per- 
formed 79 times. 

There were 4 postoperative deaths. The mortality 
of the interposition operation was 3.8 per cent. ‘Two 
of the deaths following this procedure were due to 
intercurrent causes. In a case of “strangulation 
hemorrhage” the interposition was followed by 
vaginal hysterectomy. In 1 case an interposition 
operation supplemented by the enucleation of fi- 
bromata was complicated by infection. 

One hundred and one of the patients were subse- 
quently re-examined at the hospital and 79 were 
questioned by letter. Of the latter, 19 were re- 
examined by their family physician. The incidence 
of recurrence following the various operations was as 
follows: interposition operation, 4.7 per cent; double 
plastic operation, 11.9 per cent; and colpoperineor- 
rhaphy, 7.4 per cent. 


Phaneuf, L. E.: The Benign Lesions of the Uterine 
Cervix and Their Treatment. New England J. 
Med., 1928, cxcix, 1243. 

The common benign lesions of the cervix are endo- 
cervicitis, lacerations, and polypi. Endocervicitis 
may be secondary to gonorrhoea or postpartum or 
postabortal infection. It usually persists after infec- 
tion of the other genital organs has subsided. 
Sturmdorf, Curtis, Matthews, and Davis have dem- 
onstrated that chronic endocervicitis is an infection 
of the cervical mucosa which may spread to the 
deeper cervical structures and the parametria, tubes, 
ovaries, and pelvic peritoneum. Cervical erosions 
follow endocervicitis. In chronic infections the cer- 
vical mucosa is everted and the mucosa of the por- 
tio vaginalis in the region of the external os develops 
a circumscribed area of glandular proliferation. 
Under the stimulus of the infection, the cervical 
cylindrical epithelium extrudes itself on the outer 


portion of the cervical rim, replacing the normal 
stratified epithelium and thereby forming the ero- 
sion or red area found in that region. Accordingly, 
the erosion is not an ulceration, but the formation of 
new glandular tissue which may be regarded as pre- 


cancerous. When the glands become occluded and 
filled with mucus, they are called “nabothian 
cysts.” 


Endocervicitis may be treated by the local appli- 
cation of antiseptics, by cauterization, or by radium 
irradiation. In the severe forms, the best results are 
obtained by the tracheloplasty of Sturmdorf. 

The treatment of lacerations of the cervix varies 
with their severity. Slight tears usually heal spon- 
taneously or respond to cauterization and dia- 
thermy. ‘The more severe lacerations may be 
treated by the Emmett or the Sturmdorf operation. 
Obstetrical lacerations of the cervix should not be 
repaired until the oedema has completely subsided 
and normal involution of the uterus has taken place. 

Cervical polypi should be removed. Their removal 
may be simple when they are single, but becomes 
complicated when they are numerous. Occasionally, 
amputation of the cervix above the polyp-bearing area 
is necessary. In some cases, curettage of the base 
followed by small doses of radium will effect a cure. 

Adequate treatment of endocervicitis and of cer- 
vical lacerations and polypi will relieve the symptoms 
of these conditions and lower the incidence of cancer 
of the cervix. SAMUEL J. FoGEetson, M.D. 


Fitzgibbon, G.: Fibromyomata. Jrish J. M.Sc., 1928, 
No. 36, 738. 


Fibroids develop as a rule between the ages of 
thirty and thirty-five years and reach their full 
growth in a few years. After their development they 
remain quiescent until the changes of the menopause 
begin when, in the majority of cases, they give rise to 
symptoms. Degeneration of fibroids tends to occur 
at the time of the menopause. Unmarried women 
are more prone to develop fibroids than married 
women. Fibroids are a cause of sterility but sterility 
is not a cause of fibroids. The association of fibroids 
with pregnancy is uncommon. The incidence of 
malignancy in fibroids is about 2 per cent. The 
malignancy is an associated rather than a secondary 
development. 

Before the menopause, myomectomy has a large 
place in the treatment of fibroids. When pregnancy 
is complicated by fibroids causing symptoms, myo- 
mectomy may be performed during the early months 
with safety. Myomectomy is not followed by the ill 
health that results from hysterectomy and does not 
lead to trouble later at the menopause. 

The author reviews 210 operations for fibromata 
of the uterus. ABRAHAM A. Braver, M.D. 
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Thaler, H.: Lipoma of the Uterus (Ueber Uterus- 
lipome). Arch. f. Gynack., 1928, cxxxiv, 350. 

Two cases of lipoma of the uterus are reported. 
The first was that of a woman sixty-five years old 
whose menopause had occurred seventeen years 
before. TFor one year the patient had noticed en- 
largement of the abdomen associated with emacia- 
tion. Examination revealed a spherical uterine 
tumor which extended three fingerbreadths above 
the umbilicus. Total extirpation was done. In the 
right wall of the uterus there was an intramuscular 
tumor the size of a child’s head. Cut section re- 
vealed the center to be colored like the yolk of an 
egg. Around the center there was a bluish-yellow 
zone, and external to that zone a firm layer of white 
tissue. Histological examination showed the tumor 
to consist partly of pure lipomatous tissue and 
partly of fibrolipomatous tissue. 

In the second case the uterus was removed for 
colloid carcinoma and the right uterine wall showed 
an intramural lipoma the size of a cherry. 

Lipoma and fibrolipoma of the uterus have been 
reported in the literature only five times. 

NEUMANN (G). 


Schmitz, H.: The Diagnosis and Treatment of 
Uterine Cancer. New England J. Med., 1928, 
Cxcix, 1149. 

Carcinoma of the cervix begins as a solitary focus, 
a nodule. It never grows in healthy tissues or organs. 
The second stage of carcinoma is that of ulceration. 
This is due to the characteristic tendency of car- 
cinoma cells to decay because of their poor blood 
supply. When the carcinomatous ulcer is touched 
with an applicator it bleeds freely and the bleeding 
is arterial and continuous. When the case is seen at 
this stage, excision of the ulcer should be done for 
diagnosis. ‘The first two stages do not cause symp- 
toms. In the third stage of portio carcinoma there is 
friability or necrosis of the tumor tissue with a red- 
dish brown or sanguinous discharge and a cadaveric 
or putrid odor due to infection. 

The first sign of cancer of the body of the uterus is 
irregular bleeding. This cancer is especially deceiv- 
ing because the external os and the vaginal mucosa 
may appear perfectly normal. When a thin stream 
of bright red blood escapes from the cervical canal 
on the introduction of a sound, and especially when 
the trickling of blood continues for some time after 
the manipulation, malignancy should be suspected. 
The cervical canal should then be dilated and an 
immediate frozen-section examination made of 
curetted tissue. 

The author classifies carcinomata into four 
groups: 

1. The clearly localized carcinoma. This tumor 
is the size of a navy bean and has not affected the 
mobility of the uterus. 

2. The borderline carcinoma. There is a wide or 
peripheral invasion of the cervix or body of the 
uterus, the paracervical tissues have a doughy con- 
sistency, and the mobility of the uterus is decreased. 


3. The inoperable carcinoma. ‘There is infiltra- 
tion of one or both parametria with or without 
regional lymphatic involvement and with or without 
invasion of adjacent organs. As a mass, the struc- 
tures are still movable. 

4. The terminal carcinoma. This tumor is 
characterized by fixation of tissue, wide local extent 
of the disease, and distant metastases. 

Cases in Group 1 are treated either surgically or 
with radium; those in Group 2, with radium and the 
X-rays by a combined method which is described; 
those in Group 3, by radium and X-ray treatment; 
and those in Group 4, by palliative measures. A 
cancer that is fixed always offers an unfavorable 
prognosis. 

The five-year end-results obtained in 332 cases 
of primary carcinoma of the uterine cervix treated 
with the combined radium and X-ray method were 
as follows: 

Total Five-year healings 
No. No. 


Group Per cent 
I 23 18 78.27 
2 48 20 41.68 
3 161 20 12.42 
4 100 00 00.00 


Harry W. Fink, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Reisner, A.: The Relation of Local and General 
Treatment of Gonorrhoea in the Female to 
Extension of the Condition to the Uterine 
Adnexa (Die Bedeutung der oertlichen und allge- 
meinen Behandlung des Trippers beim Weibe fuer 
die weitere Ausbreitung auf die Gebaermutteran- 
haenge). Zétschr. f. Geburtsh. u. Gynack., 1928, xciii, 
676. 


In the cases of 401 women with gonorrhoea who 
were given careful study (regular examinations of 
the adnexa by a gynecologist), Reisner found that in 
76 per cent the site of the gonorrhceal infection was 
the uterine cervix. The cause of the ascent of the 
infection to the adnexa may have been the flow of 
blood and serum in the puerperium or during the 
menstrual period, or any procedure at other times 
which resulted in contractions of the uterus and the 
propulsion of its contents in the direction of the 
tubes. Among causes of the latter type are dila- 
tation and foreign-body irritation. Therefore the 
author gives large doses of papaverin daily during 
the treatment of gonorrhcea. 

One hundred and thirty-four (33 per cent) of the 
women had adnexal disease. In 49 cases the adnexa 
were diseased when the patient entered the hospital; 
in 67, the adnexal involvement began during the 
patient’s stay in the hospital; and in 6, it began 
during the puerperium. The time at which it began 
in 12 cases is not stated. In about one-half of the 
cases it had an acute onset; in 5, it began insidiously; 
and in the remainder it developed over a period of 
several days. In most cases the fever was moderate; 
in only a fourth was it over 39 degrees C. In 28 
cases the extension to the adnexa did not show any 
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relation to the menstrual pericd, whereas in 17 it 
occurred within three days before or after the period, 
and in 22 it occurred during the menstrual flow. At 
the time of menstruation 19 of the women had been 
given treatment and 20 had not. The medication 
which was followed most frequently by adnexal 
involvement was that which caused the most marked 
general reaction—the use of the various silver and 
dye preparations. Vaccine therapy had much more 
favorable results. High fever seemed to be particu- 
larly dangerous since in the cases of 33 women who 
were given general treatment with various prepara- 
tions and who had no fever there was no adnexal 
involvement. Accordingly, the author believes that 
Zieler’s vaccine treatment should be used more ex- 
tensively, but not during the menstrual periods. 
As local treatment he recommends Pust’s capsules 
together with the use of cervical suppositories. In 
the cases reviewed, the incidence of adnexal involve- 
ment after such treatment was only 6 per cent. 

Of the 49 women who had adnexal involvement 
when they were admitted to the hospital, the condi- 
tion was chronic in 32. 

Of 122 women who were traced, 19 had had 1 re- 
currence, 2 had had 2 recurrences, and 2 had had 
3 recurrences. In 12 instances the cause was believed 
to be the menses or the treatment, and in 5 cases 
both the menses and the treatment. 

In the cases of gonorrhoea of the uterus a cure was 
obtained in 89 per cent (at least 3 provocative treat- 
ments with 7 microscopic examinations), whereas in 
those with adnexal involvement, the incidence of 
cure was 86 per cent. Hanak (G), 


Komocki, W.: A Case of Bilateral Angiohyper- 
nephroma of the Ovary (Ein Fall von beider- 
seitigen Angiohypernephroid des Ovariums). Arch. 
f. path. Anat., 1928, cclxix, 70. 


Bilateral tumors were removed from the small 
pelvis of a woman thirty-seven years of age who 
had menstruated normally up to the day of opera- 
tion. The tumors were composed of dark-red areas 
(blood vessels) and bright yellow areas (fatty cell 
columns with a honeycomb appearance). The diag- 
nosis of hypernephroma was made from the histo- 
logical findings. The author assumes that the tumors 
developed in the ovaries as no trace of these organs 
could be found at operation. KaurMaNN (G). 


EXTERNAL GENITALIA 


Greenhili, J. P.: Vaginal Discharge Due to Tri- 
chomonas Vaginalis. Am. J. Obst. & Gynec., 1928, 
xvi, 870. 

The trichomonas vaginalis is a parasitic, flagellated 
protozoan which causes a persistent yellowish-green, 
bubbly vaginal discharge. It is very difficult to dis- 
cover in stained smears, but is easily identified by 
the hanging drop method. 

Greenhill describes the technique of collecting the 
Specimen from the vagina, the method of setting up 
the hanging drop slide, and the characteristics of the 


organism. His method of treating the vaginal dis- 
charge consists in the use of green soap, methylene- 
blue glycerine, and lactic acid. Of forty-eight 
patients subjected to this treatment and followed up 
subsequently, 89.6 per cent were found to be cured. 
The duration of the cure ranged from two to forty- 
eight months. Harvey B. Mattuews, M.D. 


Bissell, D.: Genito-Urinary Fistula in the Female: 
with an Appreciation of Sims and His Work. 
Proc. Roy. Soc. Med., Lond., 1928, xxii, 179. 


Bissell urges more general use of the Sims method 
of closing genito-urinary fistula in the female. In 
describing the technique of this operation he empha- 
sizes that the denudation around the vaginal orifice 
of the fistula should be broad and elliptical and 
should extend down to the immediate region of the 
bladder mucosa but never into it. The needle should 
penetrate deeply the vesicovaginal septum, but 
should not enter the bladder mucosa. A silver wire 
suture is attached to a carrying thread which in turn 
is attached to the needle. The wire loop by which 
the wire is attached to the carrying thread should be 
crushed so that it will meet with minimal resistance 
on being pulled through the tissues. The wires 
should be twisted only enough to appose the de- 
nuded tissues snugly. Apranam A. Braver, M.D. 


MISCELLANEOUS 


Benthin, W.: Genital Haemorrhages in Old Women 
(Genitale Blutungen im Greisenalter bei Frauen). 
Deutsche med. Wchnschr., 1928, liv, 727. 

In 56 of 131 cases of genital hemorrhages in old 
women, the bleeding was due to carcinoma. In 75 
cases there was no neoplasia. 

The causes of genital hemorrhage in old women 
include senile adhesive colpitis, ulceration associated 
with prolapse, ulceration due to the pressure of a 
pessary, urethral polyps, pruritis, leucoplakia with 
scratch wounds, and malignancy of the labia, ure- 
thra, and vagina. The causes in the upper portions 
of the genital tract are cervical polyps, erosions of 
the portio, trauma, injuries from coitus, tuberculous 
ulcers, and varices. Those in the body of the uterus 
are submucous myomata, carcinomata, and benign 
processes. 

In the cases reviewed, inflammatory processes in 
the endometrium were common, their incidence be- 
ing more than 50 per cent. In 2 cases they were 
associated with an ovarian tumor. Mucous polyps 
were found in from 25 to 30 per cent of the cases. 
Such polyps are often very vascular and bleed pro- 
fusely. They are frequently associated with marked 
thickening of the myometrium. Another cause of 
genital hemorrhage in old age is apoplexy of the 
uterus. 

Before treatment is begun it is important to make 
an exact diagnosis of the location and cause of the 
hemorrhage. In the examination, the bladder must 
not be forgotten. Microscopic examination of re- 
moved tissue is essential. 
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‘The purpose of this article is to emphasize the fre- 
quency of benign causes of genital hamorrhages in 
old women and the importance of a correct diagnosis. 

BouNneN (G). 


Williams, E.: The Acute Pelvis. Brii. M.J., 1928, ii, 
978. 

The author divides his cases of acute pelvic condi- 
tions into those with fever and those with shock. Of 
the conditions in the first group, he discusses chiefly 
acute salpingitis, and of those in the second group, 
extra-uterine pregnancy and twisted ovarian cyst. 
He emphasizes the importance of thorough examina- 
tion of the entire abdomen in the diagnosis, and of 
sufficient exposure at operation to allow thorough 
exploration. Cart H. Davis, M.D. 


Jarcho, J.: The Artificial Production of Sterility. 
Am. J. Obst. & Gynec., 1928, xvi, 813. 

The artificial production of sterility is a subject of 

much importance to the physician who is called upon 

to advise married women who are physically unfit 


to bear children. It is generally agreed that such 
women should be instructed with regard to contra- 
ceptive technique or, if they become pregnant, sub- 
jected to therapeutic abortion. 

The use of contraceptives is inconvenient and un- 
reliable, and as it interferes with normal intercourse, 
it must be more or less harmful to the nervous 
system. Surgically induced sterility is usually 
permanent. 

During the last few years considerable work has 
been done with regard to the biological prevention of 
conception in female animals by the injection of 
placental or ovarian extracts of pregnant animals, 
the transplantation of ovaries of pregnant animals, 
and the parenteral introduction of spermatozoa. 

Jarcho states that, although it is still in the ex- 
perimental stage, biological immunization of the 
female organism to seminal products (spermatotoxin) 
offers great promise as a clinical means of producing 
temporary sterility. As the method will be entirely 
in the hands of the physician, it can be used only for 
therapeutic purposes. Harvey B. Mattuews, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Guthmann, H.: The Practical and Scientific Value 
of the Lateral Roentgenogram in Pregnancy 
(Was leistet die seitliche Schwangerschaftsaufnahme 
fuer Wissenschaft und Praxis?). Zentralbl. f.Gynaek., 
1928, lii, 1905. 


The author reports his studies with short-distance 
exposures which have the advantage of placing a 
smaller load on the tube but require somewhat more 
correction of magnification errors, and his studies 
with exposures made at a distance of 2 meters in 
which the pelvic diameters on the plate are always 
multiplied by the factor 0.91. In the latter he in- 
creased the current to from 80 to 100 kv., which in 
serial roentgenograms proved to be the most suitable 
current. When a lesser voltage is used the roent- 
genograms show less contrast, and when a greater 
voltage is used the picture is rendered less distinct 
by scattered rays. Nevertheless it is possible also 
with 140 kv. and a therapy apparatus to make suffi- 
ciently distinct roentgenograms (6 ma., exposure of 
thirty seconds, Potter-Bucky diaphragm, and 0.2 
mm. of copper). 

For exposures at a distance with a diagnostic 
apparatus the factors necessary are a distance of 
220 cm., 82 kv., 5oma.,a filter of o.2 mm. of copper, 
and an exposure of two hundred and thirty seconds. 
For near exposures the corresponding factors are a 
distance of 60 cm., 82 kv., 100 ma., a filter of o.2 mm. 
of copper, and an exposure of from ten to twelve 
seconds. Because of the longer time it requires, the 
distant exposure is less economical than the near 
exposure. 

The lateral view shows the form of the sacral con- 
cavity and the position and mobility of the coccyx. 
The author found the promontorium at the level of 
the pelvic inlet in only about 15 per cent of the 
cases. In the majority it was more or less higher. 
Therefore it is impossible to determine the level of 
the pelvic inlet correctly by the method of Fabré. 

With regard to the prognosis of labor in cases of 
narrow pelvis the lateral exposure gives more infor- 
mation than the frontal exposure. When in a case of 
generally contracted pelvis there is extreme flexion 
of the child’s head and the conjugata vera is only 
from 5 to 7 mm. greater than the diameter of the 
head, it may be concluded that even maximal 
moulding will not permit passage of the head. If the 
external conjugate is from 17 to 18 cm. or less, the 
difference between the conjugata vera and diagonalis 
becomes still less. 

The inclination of the symphysis and of the pelvis 
may be determined exactly by the lateral exposure. 
Also by this method it is possible to measure the 
diameter of the child’s head exactly and to deter- 


mine the shape of the head, its level in the pelvis 
(which is of importance when the abdominal wall is 
fat or rigid), its engagement, and its position. Anom- 
alies of position are detected more readily in the 
roentgenogram than by external palpation. The 
author frequently found a posterior parietal pre- 
sentation in a pelvis with entirely normal measure- 
ments, but this was usually corrected spontaneously 
in the further course of the labor. 

Serial lateral exposures during the progress of 
labor give a good insight into the mechanical proc- 
esses of labor and will probably clear up many of 
the problems that as yet are unsolved. 

Kapotu (G). 


Eufinger, H.: The Function of the Liver in Preg- 
nancy. II. The Occurrence of Viscerosensory 
Hepatic Bile Reflexes in Pregnancy (Die Leber- 
funktion in der Schwangerschaft. II. Das Auf- 
treten viscerosensibler Lebergallenreflexe in der 
Schwangerschaft). Arch. f.Gynack., 1928, cxxxiii, 733. 

It was shown by Westphal’s investigations that 
during pregnancy there is a variation in the function 
of the biliary tract. In a review of the case histories 
of the Frankfort Gynecological Clinic, the author 
found that in 4,070 deliveries in a period of three 
years pronounced gall-stone colic occurred 24 times 
and icterus 15 times. Eufinger believes that in the 
viscerosensory reflexes of Head and Mackenzie we 
have phenomena which are of value in the diagnosis 
of disease of an internal organ, especially since these 
reflexes can be elicited after the other clinical signs 
have disappeared and therefore reveal latent condi- 
tions of irritation. According to Head and Mac- 
kenzie, the spinal cord segments for the liver and 
biliary tract are the seventh to the tenth dorsal 
segments. 

The author’s investigations indicate that vis- 
cerosensory skin reflexes in the so-called “Head 
zones” can be demonstrated for these dorsal seg- 
ments in about 35 per cent of cases of normal preg- 
nancy. As the pregnancy progresses, the probability 
that the reflexes can be elicited becomes greater. No 
difference is found between primipara and multi- 
pare. In the puerperium no zones are discoverable. 

The author is convinced that these results are 
evidence of a functional disturbance of the liver and 
biliary tract, particularly in the later months of 
pregnancy, as they are accompanied by a correspond- 
ing increase in bilirubin values. In cases of hypere- 
mesis and icterus, he regularly noted a hepatic zone. 
In the other toxicoses there was no deviation from 
the normal. The author believes that the influence 
of the constitution can be excluded as the sign did 
not appear exclusively or with greater frequency in 
persons with “ vegetative stigmata.” Bock (G), 
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Crossen, R. J., and Moore, S.: Cholecystographic 
Studies in Pregnancy. Am. J. Obst. & Gynec., 
1928, xvi, 840. 

In a series of twenty-two pregnant women, 
cholecystography was attempted by the intravenous 
method with the use of the sodium salt of phenol- 
tetraiodophthalein. The technique and dosage re- 
commended by Graham, Cole, Copher, and Moore 
were employed. The chief purpose of the examina- 
tions was to determine whether changes in gall- 
bladder function occur during gestation which would 
explain the réle of pregnancy in the production of 
gall-bladder disease. In the cases of four women with 
signs of the toxewmia of pregnancy the attempt was 
made to determine whether the estimation of the 
retention of the dye in the blood stream combined 
with cholecystography is a more delicate method of 
demonstrating a decrease of liver function than the 
dye retention test alone. The possibility of diffusion 
of the cholecystographic dye through the placenta 
was also considered, all films being carefully studied 
for the image of the fetal gall bladder. 

The method of making liver functional tests with 
sodium phenoltetraiodophthalein is quite similar to 
that used with phenoltetrachlorphthalein or brom- 
sulphthalein. Function is considered normal when 
the retention of phenoltetraiodophthalein in the 
blood serum is less than 12 per cent one-half hour 
after the injection and less than 4 per cent one hour 
after the injection and when the sum of the one-half 
hour and hour retentions is 16 per cent. 

In the four cases of toxamia, the test was carried 
out in the twelfth, fourteenth to sixteenth, fortieth, 
and fortieth week of gestation respectively. Three 
of the twenty-two women had a retention of from 
5 to 10 per cent but showed no signs of toxemia. 
In one case, cholecystography failed on account 
of the enormous size of the patient. One patient 
showed clinical evidence of cholecystitis. If these 
cases are subtracted from the total number, there 
were thirteen apparently normal cases without gall- 
bladder symptoms, toxemia, or dye retention in the 
blood. In six cases in this group there was non- 
visualization, and in two cases only faint visual- 
ization, of the gall bladder. Therefore, in eight of 
the thirteen cases abnormal cholecystograms were 
obtained and in only five of that number or 38.4 
per cent of the apparently normal subjects were the 
cholecystograms normal. Three of the women with 
normal cholecystograms were in the thirty-sixth to 
fortieth weeks, one was in the twentieth week, and 
one was in the twelfth week of gestation. 

A possible cause of the failure of visualization of 
the gall bladder in the cases of normal pregnancy 
may have been increased intra-abdominal tension 
or pressure on the organ or its ducts which prevented 
the dye from entering the vesicle or so affected the 
gall bladder that it was rendered unable to concen- 
trate the bile. Regarding the first of these two 
possibilities the authors call attention to the fact 
that though there were five normal cases with non- 
visualization of the gall bladder in the thirty-fourth 


to fortieth weeks of gestation, there were also three 
similar cases with normal cholecystograms. This 
indicates that the mechanical factor of increased 
intra-abdominal pressure, if it is a factor at all, is 
a most inconstant one. 

With regard to the possible loss of the bile-con- 
centrating power of the gall bladder in the late 
months of pregnancy, the authors state that if such 
a loss occurs it is overcome very rapidly as in two 
cases with non-visualization of the organ before 
delivery there was normal visualization two weeks 
after delivery. The authors’ experience with chole- 
cystography in conditions other than pregnancy has 
shown that if the concentrating power of the gall 
bladder is lost it is not regained until after a greater 
period than fourteen days. 

The authors conclude that non-visualization of 
the gall bladder in normal cases is due to the tech- 
nical difficulties of making roentgenograms in the 
cases of pregnant women near term. They call at- 
tention to the fact that in such cases the X-rays 
must pass through a large volume of tissue and fluid 
which produces scattering with loss of definition, and 
that the increased volume of the abdominal contents 
increases the distance of the gall bladder from the 
film. Their theory is strengthened by the fact that 
in small subjects the gall bladder was more readily 
visualized than in large subjects. If this conclusion 
is correct, it is the size of the abdomen and not 
the month of the gestation or any intrinsic change 
in the gall bladder that is responsible for non- 
visualization. 

In the cases of toxemia the combination of the 
test of dye retention in the blood and cholecyst- 
ography was not found to be more sensitive than the 
dye retention test alone. The one fatal case of severe 
toxemia with a 50 per cent dye retention in the 
blood and good visualization of the gall bladder 
indicated that the damage to liver function produced 
by this condition must exceed 50 per cent in order 
greatly to influence cholecystography. 

In none of the cases was a fetal gall bladder ob- 
served. Neither were traces of dye found in the 


’ blood from the umbilical cord. It seems evident, 


therefore, that the cholecystographic dyes do not 
pass through the placenta. 

The cases with visualization of the gall bladder 
showed no delay in the emptying of the gall bladder 
such as was noted by Mann and Higgins and no 
other indication of stasis. However, the emptying 
time of the organ was not determined by the use of 
the fat meal. 

In conclusion the authors state that no essential 
difference in the functional activity of the gall 
bladder in pregnancy was observed. While the 
hypercholesteremia which is normal in pregnancy 
may be a factor in the development of cholelithiasis 
and cholecystitis, it is possible also that repeated 
puerperal infections which are so mild as to escape 
observation may be responsible for the greater inci- 
dence of these conditions in women who have borne 
children. SAMUEL J. FocEtson, M.D. 
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Lane-Roberts, C.S.: Abdominal Pain in Pregnancy. 
Lancet, 1928, ccxv, 1288. 

Among the most frequent causes of abdominal 
pain in pregnancy are constipation, flatulence, and 
the stretching of an unduly sensitive uterus, the 
abdominal skin, and the round ligaments. Cases in 
which the pain is of organic origin may be divided 
into three groups: (1) those in which the pain seems 
to be limited to the uterus, (2) those in which it 
originates in the adnexa, and (3) those in which it is 
due to extragenital conditions. 

Pain limited to the uterus may be due to undue 
stretching of the uterus such as occurs in dual 
pregnancies and polyhydramnios; to fibromata, 
particularly those of the subperitoneal pedunculated 
type, multiple fibromata causing pressure, and 
fibromata undergoing degenerative changes; to con- 
cealed hemorrhage; to hydatiform mole causing 
sudden stretching of the uterus; or to rupture of the 
uterus. 

Among the causes of pain originating in the 
adnexa are the rupture of an extra-uterine pregnancy 
ovarian tumors causing pressure, rupturing, or 
undergoing axial rotation or degenerative changes; 
salpingitis and salpingo-odphoritis; blood in the 
peritoneal cavity from the rupture of a tubal, 
ovarian, or cornual pregnancy or an old uterine scar; 
and abdominal pregnancy near or at term. 

Extragenital conditions which may be the cause 
of pain during pregnancy include the pyelitis of 
pregnancy; acute appendicitis; intestinal obstruction; 
cholecystitis and allied gall-bladder lesions; acute 
pneumonia; renal, ureteral, and vesical calculi; and 
acute suppurative pelvic peritonitis. 

Harvey B. Mattuews, M.D. 


Pohl, A.: The Early Diagnosis, Etiology, and Treat- 
ment of the Pernicious Type of Anzmia in 
Pregnancy (Zur Fruehdiagnose, Aetiologie, und 
Therapie der perniciosaartigen Graviditaetsanamie). 
Zentralbl. f. Gynaek., 1928, lii, 1384. 

The increase in the number of reports of pernicious 
types of anamia in pregnancy has been due, without 
doubt, to the work of Esch which was published in 
1917. As a rule the diagnosis is not made until the 
anemia is well developed. The author believes that 
the case he reports in this article represented the 
first stages of the condition as several of the chief 
symptoms mentioned by Esch were absent, and that 
the cure was due to interruption of the pregnancy. 

The patient was a twenty-year-old primigravida 
with no history of chlorosis. Since the second month 
of her pregnancy she had had a cystopyelitis. In the 
fourth month, the hemoglobin was 50 per cent. In 
the sixth month, the hemoglobin was 42 per cent; 
the erythrocyte count, 3,000,000; the color index 
0.66; and the leucocyte count, 8,300. Anisocytosis 
and polychromasia were noted. Smears showed only 
9 per cent of lymphocytes and no nucleated red cells. 

One gram of reduced iron was administered daily 
and injections of solarson were given. Later, Fow- 
ler’s solution was used. 


During the course of the illness the erythrocytes 
decreased in number. The hemoglobin at first re- 
mained stationary and then increased. The color 
index rose but was never above 1. Macrocytes 
appeared in large numbers. The urine showed uro- 
bilin, and the cystitis persisted. 

A diagnosis of anemia of a pernicious type having 
been made, abortion was induced in the seventh 
month of the pregnancy. There was a very slight 
loss of blood with a high rise in the temperature. 

The interruption of the pregnancy was followed 
by marked improvement in the subjective symptoms 
and in the blood picture. Five weeks later the 
hemoglobin was 62 per cent and the erythrocyte 
count 4,000,000. After three and a half months 
the hemoglobin was 74 per cent and the color in- 
dex 0.8. 

Throughout the illness there was no oedema, 
icterus, or enlargement of the spleen. 

According to Esch, the variations in the blood 
picture are so frequent and pronounced that the 
diagnosis remains uncertain during life and is con- 
firmed only by postmortem examination. 

The author discusses the symptoms that have 
been described and emphasizes the difficulty of 
differentiating the condition from chlorosis. He 
assumes that in both conditions the cause is a dis- 
turbance of internal secretion and that therefore 
there may be a transition from chlorosis to the per- 
nicious form of anemia. In this, and in the belief 
that the anemia is not a distinct clinical entity, he 
disagrees with Esch. The frequent occurrence of the 
anemia in certain localities such as Zurich and 
Parma, he ascribes to poor constitution of the 
inhabitants evidenced by a functional weakness of 
the bone marrow. Oettinger’s question as to the 
possibility of a recurrence of the anemia in a new 
pregnancy he answers in the affirmative on the basis 
of the literature. He does not approve of steriliza- 
tion, but believes that interruption of pregnancy is 
imperative when the diagnosis is made early. 

Bocu (G). 


Jagié, N.: The Indications for the Interruption of 
Pregnancy in Diseases of the Circulatory Sys- 
tem (Ueber Indikationen zur Schwangerschafts- 
unterbrechung bei Erkrankungen des Zirkulations- 
apparates). Beitr. . gerichil. Med., 1928, viii, 26. 

In the management of cases of cardiac defects in 
which pregnancy may be allowed to continue it must 
be borne in mind that external injuries may cause an 
exacerbation of the cardiac condition. Pregnant 
women seem to be especially disposed to recurrent 
endocarditis following anginas and infections. When 

a recrudescence of endocarditis develops there is 

usually the picture of cardiac insufficiency because 

of involvement of the heart muscle. Therefore the 
management of the case must include protection 
against infection, proper regulation of rest and 
activity, and regulation of the diet to prevent un- 
necessary meteorism. The aldehyde reaction in the 
urine after activity as the sign of stasis in the liver 
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of cardiac origin is often positive when other signs 
of decompensation are absent. 

In general, interruption of pregnancy is indicated 
in all cases in which disturbances of compensation do 
not respond in a short time to cardiac tonics. The 
danger is greater in women past thirty years of age 
than in those who are younger. It should be borne 
in mind that even when the pregnancy is well 
tolerated in such cases the cardiac condition may 
become worse later. 

In mitral insufficiency, interruption of the preg- 
nancy is to be considered only when marked signs of 
cardiac insufficiency fail to respond in a short time 
to cardiac tonics and rest. Hypertonia with hyper- 
trophy of the heart due to arteriosclerosis, syphilis, 
and infectious agents may cause weakening of the 
heart muscle after the thirtieth year of age. The 
probability that this sequela will develop is greater 
the higher the blood pressure in the stage of com- 
pensation and the more marked the cardiac hyper- 
trophy. In such cases a decrease in the blood pres- 
sure is usually the first sign of the weakening of the 
heart. Cardiac insufficiency tends to develop also 
in diseases of the lungs and pleura, fibrous sclerotic 
processes, pulmonary emphysema, and kyphosco- 
liosis. In these conditions interruption of pregnancy 
is indicated by signs of stasis pointing to weakness 
of the right heart. 

In hyperthyreosis and Basedow’s disease the cir- 
culatory system is always affected and interruption 
of pregnancy is indicated by dilatation of the heart 
especially when the general condition is poor. 

Interruption of pregnancy is indjcated also by se- 
vere cyanosis in association with congenital defects. 

The author advocates interruption of pregnancy 
unconditionally in the cases of women with cardiac 
defects who have a history of decompensation during 
a previous pregnancy and in the cases of women with 
severe myocarditis, marked obesity, severe kypho- 
scoliosis, and mitral stenosis associated with valvular 
insufficiency in which the stenosis predominates over 
the regurgitation. Even when labor is well borne, 


irreparable disturbances of compensation may de- , 


velop in the puerperium. 

In cases of mitral stenosis, the behavior of the left 
auricle must be especially considered. The murmur 
must not be judged by its intensity. In aortic in- 
sufficiency with disease of the mitral or bicuspid 
valve and in pericarditis with obliteration, the preg- 
nancy must be interrupted. Luetic mesaortitis with 
considerable dilatation of the aorta leads very fre- 
quently to disease of the coronary vessels and heart 
muscle without direct signs of the latter. If in such 
cases the aortic valve is also insufficient, interrup- 
tion of the pregnancy is indicated definitely. 

KLEIN (G). 


Titus, P.: The Influence of Blood-Chemistry Stud- 
ies on the Present Treatment of Pregnancy 
Toxzmias. J. Med. Soc. N. Jersey, 1928, xxv, 771. 


It is generally believed that the toxicoses of preg- 
nancy are the result of a deficiency of glycogen due 


to insufficiency of the carbohydrate intake and the 
demands of fetal and placental growth and uterine 
hypertrophy. ‘The author’s investigations have dem- 
onstrated also a close relationship between a sudden 
drop in the blood sugar and the occurrence of con- 
vulsions. The success of the intravenous adminis- 
tration of dextrose solution in both hyperemesis and 
eclampsia is explained by the blood chemistry. The 
usual toxic symptoms of hypoglycemia are absent 
in hyperemesis because the blood-sugar decreases 
very slowly. The rapid pre-eclampsia and eclampsia 
process is usually preceded by a heavy intake of 
protein foods late in pregnancy. Glycogen depletion 
occurs rapidly, liver and kidney changes result, and 
convulsions occur. 

The treatment of hyperemesis and eclampsia is 
essentially the same. In mild cases of hyperemesis, 
the patient should have frequent feedings of small 
amounts of food with a high carbohydrate content 
and one or two hours of rest in the morning and 
afternoon. In the more severe forms she should be 
hospitalized, nourishment by mouth should be with- 
held, and intravenous injections of 25 per cent dex- 
trose (300 c.cm. at a time) should be given two or 
three times daily if necessary. Chloral and bromides 
administered by rectum produce total muscular re- 
laxation. If improvement does not result within a 
reasonably short time, a therapeutic abortion should 
be done and followed by the dextrose injection. 

Macnus P. Urnes, M.D. 


LABOR AND ITS COMPLICATIONS 


Van Hoosen, B.: Scopolamine Anzsthesia in the 
Second Stage of Abnormal Labor. Anes. & 
Anal., 1928, vii, 353- 

Scopolamine anasthesia during labor prevents 
fatigue and physical disturbances, allows the use of 
any operative procedure necessary to effect delivery, 
does not interfere with the normal contractions of 
the uterus, and helps to prevent trauma, loss of 
blood, and asphyxia of the infant. 

“xperience in several thousand deliveries has 
demonstrated that scopolamine-morphine anesthesia 
can be continued with advantage throughout the 
entire delivery and especially in the second stage of 
labor. 

The author reports three illustrative cases. 

Car H. Davis, M.D. 


Bill, A. H.: The Problem of the Vortex Occipito- 
posterior Position. New England J. Med., 1925, 
CXCiX, 1237. 

The difficulty in the management of the occiput- 
posterior position is generally due to one of the 
three following causes: 

1. Too great delay in delivery. When delivery 
is too long delayed there may be tonic contraction 
of the uterus which interferes with the procedure of 
choice; the delivery may be performed at a time when 
weakening of the fetal heart and the passage of 
meconium indicate that the baby cannot survive 
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delivery; or, because of uterine fatigue, delivery is 
followed by haemorrhage. 

2. Failure to make a diagnosis. This difficulty is 
due chiefly to the fact that in all cases of occiput- 
posterior position the head is somewhat extended 
and therefore the posterior fontanelle, upon which 
the diagnosis depends to a great extent, lies so far 
back and so high that it is not reached on vaginal 
examination. The obstetrician will usually be able 
to palpate the posterior fontanelle if, when he feels 
only the anterior fontanelle, he follows the sagittal 
suture as far posteriorly as possible. 

3. An attempt to deliver the baby through an 
incompletely dilated cervix, the first stage of labor 
in cases of occiput-posterior position being frequently 
prolonged. This error is prevented by administering 
sufficient anesthetic to permit labor to continue 
until there is full dilatation of the cervix. When the 
head which lies in a posterior position will not rotate 
and will not descend under the force of strong 
second-stage pains, the use of a drug to stimulate 
uterine contractions, such as pituitrin, and the ap- 
plication of an extremely tight abdominal belt cause 
dangerous pressure on the head. 

When the diagnosis of posterior position has been 
made and, after sufficient delay in the second stage 
of labor, no progress occurs, operative interference 
becomes necessary. 

The method of attempting delivery of the head 
in the posterior position is to be condemned as it is 
because of this position that the head does not 
descend. ‘The force required to deliver the head 
while it is in the posterior position is entirely un- 
justifiable. It is the author’s rule never to make 
traction upon a head in the posterior position and 
always to regard such a position as an abnormality 
to be corrected. The procedure of drawing the 
head down to a lower level of the pelvis and then 
rotating it with forceps is also to be avoided as the 
traction necessary to bring the head down to the 
pelvic floor is apt to cause great damage. ‘The ab- 
normality of position should be corrected at the 
pelvic plane in which the head is found. ‘Traction 
with simultaneous rotation of the head is to be 
condemned because of the danger of injuring the 
birth canal by the twisting movement. 

DeLee recently advocated rotating the head 
through repeated small arcs by continually re-ad- 
justing the forceps until the head is brought into an 
anterior position. In the author’s opinion, this 
method is inexact and attended by danger to both 
the child and the birth canal because of the poor 
application of the forceps which, through part of 
the procedure, are applied to the head obliquely. 
A true cephalic application should be used in all 
cases and the rotation performed in one maneuver 
rather than in a number of stages with numerous 
re-applications of the forceps. 

Manual rotation of the head is successful in many 
cases, but in this maneuver the fetal head must be 
displaced to a higher pelvic level when it is grasped 
by the whole hand inserted into the vagina and is 


very apt to return to its posterior position before the 
forceps may be applied unless the scalp is caught 
with a volsellum forceps, a very undesirable pro- 
cedure. 

In the Cleveland Maternity Hospital, occiput- 
posterior position is managed in a definite routine 
manner. There is no interference in the first stage 
of labor unless an emergency develops. Pain is 
practically abolished by adequate anaesthesia, and 
normal progress is permitted until full dilatation 
results. It is usually possible to determine within 
the first hour of the second stage whether the head 
will rotate anteriorly or not. Under no condition is 
interference delayed until the uterus becomes tonic- 
ally contracted or the head becomes impacted. De- 
lay makes operative interference difficult. 

When the head is above the pelvic brim or in the 
brim, podalic version is the procedure of choice. 
This usually eliminates the use of high forceps, the 
only exceptions being cases in which the uterus is 
so tonically contracted as to render version danger- 
ous. When the head has passed the pelvic brim, ro- 
tation with forceps having solid blades is done. The 
steps in the procedure are as follows: 

1. Manual dilatation of the maternal soft parts. 

2. Cephalic application of the forceps. This is 
the reverse of the usual application as the concavity 
of the forceps is toward the sinciput. 

3. The blades of the forceps are brought in line 
with the long diameter of the head by depressing 
the handles before locking them. 

4. The forceps are locked and the handles then 
raised and carried around in a sweeping circle in 
such a way as to keep the blades constantly in the 
same axis. The rotation is continued until the occi- 
put is under the symphysis. There is absolutely no 
traction on the head during the rotation. Occasion- 
ally, if the head seems to be slightly impacted, it is 
loosened by a slight upward pressure. 

5. After the rotation and before the blades are 
removed, enough downward traction is made to 
fix the head in its new position. 

6. The forceps are then removed and re-applied 
as to a normally placed head. 

SAMUEL J. FoGELson, M.D. 


Ivens, F.: The Scope of Caesarean Section. Brit. 
M. J., 1928, ii, 1166. 

After reviewing the indications for casarean 
section, the author describes her technique for the 
classical operation, which, in the main, is the gener- 
ally accepted technique. This operation was per- 
formed in 295 consecutive cases without regard to 
potential or actual infection. The indications were 
those usually recognized. Even when the membranes 
had been ruptured for some time, induction of labor 
or forceps delivery had been attempted, or other 
vaginal manipulations had been done, it was per- 
formed as in a clean case. No special preparation 
of the vagina was carried out. The only precautions 
taken in cases with suspected infection were drainage 
of the abdominal cavity and the administration of 
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RESULTS IN 295 CASES IN WHICH THE CLASSICAL CAESAREAN SECTION WAS DONE 

















, . Suayenan a Maternal Fetal Causes of fetal 
Group Total 5 be deaths deaths deaths 
Afebrile Febrile 
1. Contracted pelvis 228 
1. Before or early in labor 138 113 25 ° 3 Syphilis, r. 
Spina bifida, 1. 
Prematurity, 1. 
2. Late in labor, after twelve hours, including obstructed 
labor 59 29 30 ° 6 Spina bifida, 2. 
Asphyxia, 1. 
Jaundice, r. 
Pemphigus, r. 
Septicemia, 1. 
3. After induction of premature labor by bougies, balloons, 
or stomach tube 24 16 8 ° ° 
4. After attempts at forceps delivery 7 3 4 I 2 
IL. Kclampsia and other toxamias II 7 3 I 5 
Accidental haemorrhage (concealed) 4 ° 3 I 4 
ILL. Placenta previa 22 16 6 ° 2 
IV. Other conditions obstructing labor: 
1. Fibroid tumors 3 3 ° ° I 
2. Ovarian cysts 2 2 ° ° ° 
3. Ventral fixation I I °o ° ° 
4. Rigid os, atresia of cervix 8 7 I ° ° 
5. Excessive size of fetus 4 2 2 ° ° 
6. Malpresentation 4 2 2 ° ° 
V. Graves’ disease in the mother: 
1. Cardiac 7 5 2 I 2 
2. Pulmonary (chronic bronchitis) I I ° 























from 10 to 20 c. cm. of anti-streptococcus serum. 
The various groups of cases and the maternal and 
fetal mortality are shown in the table. The maternal 
mortality in the 295 cases was 1.3 per cent, and the 
fetal mortality, 8.5 per cent. 

Harvey B. Marruews, M.D. 


Cosgrove, S. A.: Cesarean Section and Forceps; 
When They Must Not Be Used. J. Med. Soc. N. 
Jersey, 1928, xxv, 770. 


The author states that recent surveys of obstetri- 
cal operative mortality, especially that of caesarean 
section, from several representative communities are 
appalling. He discusses the mechanism of labor, the 
forces which favor it, the resistances which retard it, 
and the methods of artificial assistance and mechani- 
cal intervention. He emphasizes the importance of 
rigid observance of the indications and contra-indi- 
cations for cwsarean section and the use of forceps. 

In cwsarean section the conditions essential for 
maximum safety of the mother are: (1) a good gen- 
eral condition, (2) absence of marked labor exhaus- 
tion, (3) integrity of the amniotic sac, and (4) an 
uninjured and uninfected birth tract. 

In the application of forceps, full dilatation and 
retraction of the cervix are essential. The dispropor- 
tion between the presenting part and the pelvic inlet 
must not be too great. The application pst to 


a head which is still wholly above the rim of the pel- 
vis or only slightly moulded is unjustifiable. An 
exact knowledge of the condition to be dealt with is 
essential. 

In expected dystocia, careful pelvimetry and ex- 
amination, under anesthesia if necessary, should be 
done and roentgenograms should be made in order 


to determine the cases in which an operative pro- 
cedure is definitely indicated. 
Macunus P. Urnss, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Vértes, O.: The Cessation of Menstruation During 
Lactation (Das Verhalten der Menstruation waeh- 
rend der Lactation). Zentralbl. f. Gynack., 1928, lii, 
1666. 


The cessation of menstruation during the period 
of lactation is regarded by certain gynecologists as 
physiological and by others as pathological. As 
follicles begin to ripen again at the end of pregnancy, 
the amenorrhcea which occurs in about 50 per cent 
of lactating women must be ascribed to changes in 


‘the uterus. Thorn believes that there is a progres- 


sive atrophy of the uterus up to the fourth month 
after delivery and that when menstruation recurs 
sooner, even though the woman is nursing her child 
regularly and is therefore using her body-fluid pro- 
duction exclusively in the formation of milk, there 
must be some pathological hyperemic process in the 
region of the uterus. The author has confirmed 
the correctness of this theory by carefully taken 
histories. 

Vértes believes that all women who menstruate, 
during the period of lactation are suffering from an 
inflammatory process of the tubes and perimetrium, 
although this condition may not be demonstrable 
by palpation. According to the degree of the in- 
flammation and congestive hyperemia, the bleeding 
may be that of menorrhagia or metrorrhagia. ‘The 
latter type of bleeding occurs when the chronic con- 
gestion leads to premature ripening of the follicles 








- ih seh Ok 


=a ~*~ os 


as 


di 


th 


Py 
all 








id 


0- 


e, 


n, 
le 


ng 
he 
n- 
les 





OBSTETRICS 453 


and therebyJto defective corpus luteum formation. 
Even when the bleeding is irregular during lactation, 
there is regular ovulation which acts as a guide to 
the cycle of bleeding in spite of the metrorrhagia. 
This type of bleeding is doubtless capable of exert- 
ing an unfavorable influence on the secretion of 
milk. Therefore the author recommends for such 
cases the administration of corpus luteum substance, 
which frequently gives very good results. 
Srecert (G). 


Report of the Committee on Survey of the Incidence 
of Puerperal Septiczemia in Massachusetts in 
1927. New England J. Med., 1928, cxcix, 1253. 

The number of cases of puerperal sepsis recorded 
by the State Department of Vital Statistics of 
Massachusetts in 1927 was 140. The Committee on 
Puerperal Septicemia received detailed histories of 
94. The number of women delivered at home and 
the number of those delivered in a hospital were 
equal. There were twice as many normal deliveries 
as operative deliveries, and also 5 precipitate labors. 
There were 20 cases of incomplete abortion and 5 
deaths from sepsis after caesarean section. 

The investigating committee concluded that the 
deaths from incomplete abortion and exogenous 
infection cannot be charged to laxity of the medical 
attendant, but they recommended that the greatest 
care be observed by members of the medical profes- 
sion in the management of obstetrical cases. 

Cart H. Davis, M.D. 


Armstrong, R. R., and Shaw, W.: Streptococcal 
Vaccines in the Treatment of Puerperal Sepsis. 
Brit. M. J., 1928, ii, 1082. 


From their clinical and experimental observations 
the authors conclude that puerperal morbidity is due 
in the main to a single cause, the streptococcus 
pyogenes. As spontaneous recovery has resulted in 
all but a few of their cases, they believe that in the 


prevention of sepsis the use of special remedies such 
as vaccines is of secondary importance to conserva- 
tive and aseptic midwifery. Cart H. Davis, M.D. 


MISCELLANEOUS 


Radwany, S.: The Behavior of the Blood Platelets 
in Labor, the Puerperium, and Certain Obstet- 
rical Complications (Das Verhalten der Blut- 
plaettchen bei der Geburt, im Kindbett, und einigen 
obstetrischen Komplikationen). Orvosképzés, 1928, 
xviii, 136. 

From 300 blood-platelet counts in the cases of 
103 women, the author draws the following con- 
clusions: 

During pregnancy and just preceding delivery, the 
number of blood platelets is the same as in non- 
pregnant women. ‘The greater the loss of blood 
during labor, the sooner thereafter the number of 
blood platelets begins to rise and the longer it re- 
quires to return to the normal. After minor losses 
of blood the count is almost doubled; after moderate 
losses, it is more than doubled; and after severe 
losses it may be even tripled. 

The number of erythrocytes decreases after de- 
livery in proportion to the amount of blood lost and 
then gradually returns to normal. It reaches normal 
at the same time that the number of blood platelets 
ceases to increase. In cases with large losses of 
blood and in cases of long-continued puerperal bleed- 
ing the replacement of blood corpuscles and the 
increase in the blood-platelet count continue longer. 
Therefore the increase in the blood platelets is a 
certain indication of the recuperation of the organ- 
ism. Before atonic bleeding and in cases of throm- 
bosis there are no characteristic changes in the 
blood-platelet count. 

Next to the Fornio method of counting the blood 
platelets, the author regards the Borot-Kaltstein 
method as the best. TemesvAry (G). 
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ADRENAL, KIDNEY, AND URETER 


Bothe, A. E.: Primary Extrarenal Hypernephroma. 
Ann. Surg., 1928, Ixxxviii, 1028. 


Although hypernephroma_ usually originates in 
the kidney, it may develop also in other organs. 
Embryological and pathological observations indi- 
cate that hypernephromata are polystructural tu- 
mors originating in adrenal rests. 

The author reports a study of a primary extrarenal 
hypernephroma which was made to compare the 
histological structure of such neoplasms with that of 
renal hypernephromata. The patient, a manseventy- 
seven years of age, complained chiefly of nausea, 
epigastric pain, and postprandial abdominal dis- 
tention and discomfort relieved by eructation of gas. 
He stated that food and water seemed to “stick on 
the way down.” 

Examination revealed slight distention of the ab- 
domen and the presence of a smooth, tense, and 
slightly movable mass about the size of a grapefruit 
in the upper right quadrant. The mass was some- 
what tender and moved with respiration. The 
peritoneal cavity contained free fluid. The gastro- 
intestinal roentgenogram showed multiple points of 
stasis (slight obstruction) in the small intestine. The 
pre-operative diagnosis was carcinoma of the upper 
abdomen of uncertain origin associated with chronic 
intestinal obstruction. 

At laparotomy, the tumor was found to arise from 
the soft tissues in the region of the right adrenal 
gland. There was no evidence of intestinal ob- 
struction. ‘The liver contained metastatic tumors. 
The patient died on the fifth day after the operation 
from bronchopneumonia. 

In their embryonic state, the anlage cells of the 
adrenal are so situated with respect to the liver, 


kidney, ovary, testicle, epididymis, and _ uterus,’ 


especially in embryos from 12 to 16 mm. in length, 
that the possibility of adrenal-cell inclusions in these 
organs can be readily understood. According to 
Broman, adrenal rests have been found in the rete 
testis, epididymis, and paradidymis; on the spermatic 
cord; in, above, and below the inguinal canal; in the 
ovaries; on the fallopian tubes; in the retroperitoneal 
tissue below the poles of the kidneys; along the 
spermatic and ovarian veins; in the iliopsoas muscle 
at the brim of the pelvis; at the sacro-iliac synchon- 
drosis; in the renal capsule and kidney substance; on 
the walls of neighboring vessels; in the renal and 
solar sympathetic plexuses; between the transverse 
colon and the spleen; in the right lobe of the liver; 
and in the pancreas. 

Primary hypernephroma occurs most frequently 
in the kidney, but may develop in any of the tissues 
in which adrenal rests have been found. 


In the case reported by the author, the pre- 
dominating cells, while presenting a slight variation 
in size and shape, were of the large polygonal type 
consisting of a large nucleus surrounded by a clear 
vacuolated cytoplasm. Most of the nuclei stained 
deeply. Many mitotic figures were seen. The ar- 
rangement showed great diversity, being of the 
adrenal, endothelial, papillary, alveolar, and tubular 
types. 

The predominating cells of hypernephromata are 
similar to those found in the normal adrenal cortex. 
The multistructural formations of the cells in hy- 
pernephromata are due to the plane in which the 
irregularly arranged capillary stroma is cut. 

Louris NEUWELT, M.D. 


Muschat, M.: The Physiology of the Milking Mus- 
cle of the Kidney. Am. J. Med. Sc., 1928, clxxvi, 
851. 

Muschat states that the papillary muscle of the 
kidney is an anatomical and physiological entity 
with rhythmic contractions. When this muscle con- 
tracts it expresses the entire fluid content of the 
calyx, the pressure wave being transmitted to the 
papilla which it squeezes for a short interval. The 
spiral architecture of the muscle indicates that the 
impulse begins at the base of the papilla and travels 
around it to the mouth of the calyx. The milking 
effect probably causes a period of negative pressure 
in the calyx and also in the main ductus urinarius, 
the central duct of the papilla, which sucks the urine 
out of the kidney substance. Jacos S. Grove, M.D. 


Bugbee, H. G.: The Réle of Kidney Function in 
Urological Surgery. J. Urol., 1928, xx, 541. 


Kidney function is one of the most important fac- 
tors to be considered in the management of urological 
surgical cases. In a symposium on tests of the blood 
and urine indicative of renal function at a recent 
meeting of the International Urological Society in 
Brussels it was generally agreed that determina- 
tions of the carbon-dioxide combining power of the 
blood, of the creatinin, urea, uric acid, and sugar con- 
tents of the blood, and of the elimination of phtha- 
lein during four fifteen-minute periods are of great 
value. 

The author reviews 171 cases of prostatic obstruc- 
tion. The best results were obtained when the 
treatment was guided by the kidney function. When 
the risk is shown to be great, a two-stage operation 
is indicated. 

In surgery of the upper urinary tract, not only the 
combined function of both kidneys but also the 
function of each kidney must be taken into con- 
sideration. ‘These determinations in combination 
with the clinical observations and the findings of 
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urography will indicate whether conservative sur- 
gery or nephrectomy should be done. 

After an operation on the urinary tract, tests of 
kidney function made at intervals indicate better 
than any other procedure the progress of recovery. 

Joun P. O’Net, M.D. 


Lauber, H. J.: The Diagnostic Significance of the 
Ampullary Renal Pelvis (Die diagnostische Be- 
deutung des ampullaeren Nierenbeckens). Zéschr. 
f. urol. Chir., 1928, xxv, 93. 

After discussing the variations in the form of the 
normal renal pelvis as described by Hyrtl, Hauch, 
Papin, and others, the author reports the findings in 
fifty cases without renal disease in which pyelo- 
graphic studies were made at the Kiel clinic. He 
then discusses the question as to whether the so- 
called ampullary renal pelvis is normal or duc to 
obstruction of the urinary outflow. 

Hauch, Papin, and Batzy consider the ampullary 
form of renal pelvis to be normal, but Voelcker says 
that as the first effect of urinary obstruction is dila- 
tation of the renal pelvis, it is pathological. The 
author’s findings support Voelcker’s theory. In two 
of seven cases studied by Lauber, stone was proved 
to be the cause of the ampullary pelvis. In three 
others, bloody urine appearing periodically was re- 
garded as evidence of renal stone which could not be 
demonstrated roentgenologically. In two cases, se- 
vere infection was associated with the dilatation of 
the renal pelvis. In four cases the ureter could not 
be filled normally with contrast material. ‘There- 
fore, of the seven cases, four were certainly patho- 
logical and three were suggestive of renal stone. 

In the author’s opinion, the urinary stagnation is 
the cause and not the result of the ampullary renal 
pelvis, and the latter is a beginning hydronephrosis. 

JANSSEN (Z). 


Morison, D. M.: Routes of Absorption in Hydro- 
nephrosis; Experimentation with Dyes in the 
Totally Obstructed Ureter. Proc. Roy. Soc. Med., 
Lond., 1928, xxii, 219. 

The author reports the findings made in experi- 
ments on the kidneys of rabbits in which injections 
of dye were made at various periods in the course of 
hydronephrosis. As the amount of dye introduced 
was well within the pelvic capacity of the kidney, 
the occurrence of positive pressure forcing the dye 
into abnormal channels was reduced to the mini- 
mum. 

Two groups of experiments were undertaken. In 
the first group the dye was introduced at the outset 
of hydronephrosis, and in the second group, at vary- 
ing periods in the course of an established hydro- 
nephrosis. 

The results indicate that in total hydronephrosis 
there are two routes of absorption from the renal pel- 
vis, the lymphatic and the tubular. At the outset of 
complete ureteral obstruction, an active lymphatic 
absorption from the walls of the renal pelvis and the 
ureter occurred during the first two or three days. 


After about the third day, tubular absorption began 
and was more active than the lymphatic absorption. 
When the dye was not introduced until the third day 
of the hydronephrosis, there was rapid tubular ab- 
sorption but no lymphatic absorption. When the 
hydronephrosis had been present still longer, the dye 
was drawn up the tubule system as far as the con- 
voluted tubules. The further absorption of the dye 
into the general system was not determined. 
Louts Gross, M.D. 


Ferrer, J. C.: Obstruction to the Venous Circula- 
tion in the Kidney Caused by Distention of the 
Pelvis and Calyces, with Special Reference to 
Pyelovenous Backflow. J. Urol., 1928, xx, 701. 


From investigations of the effect of distention of 
the renal pelvis on the venous circulation of the kid- 
ney which were made on kidneys freshly obtained 
from human cadavers, the author draws the follow- 
ing conclusions: 

1. Distention of the renal pelvis and calyces to 
their normal capacity will produce a distinct partial 
obstruction to the venous outflow. 

2. The obstruction is proportionate to the degree 
of the distention. 

3. Pyelovenous backflow is temporary and _ will 
persist until the pressure of the outflow overpowers 
it. 

4. Obstruction to the free outflow of the pelvis 
will produce passive renal congestion. 

5. Continuous distention of the renal pelvis may 
favor the development of hydronephrosis. 

6. An understanding of this obstruction will tend 
to stimulate investigations with regard to ureteral 
drainage and dilatation, especially in pregnancy. 

CLaubE D. PickreLt, M.D. 


Billington, W.: The Therapeutic Value of Neph- 
ropexy. Bril. M.J., 1928, ii, 975. 


The results of nephropexy must be judged from 
the success of the operation in permanently replacing 
the kidneys in their normal position without un- 
favorable sequela such as pain in the loin or back, 
hernia of the wound, and persistent sinus, and in 
curing or ameliorating the symptoms for which it 
was performed. ‘The most common causes of error 
in the diagnosis of surgical failure have been Reidl’s 
lobe of the liver and enlargement of the gall bladder. 
Hydronephrosis, if already present at the time of 
the operation, continues and usually necessitates 
nephrectomy later. Unsuccessful results from ne- 
phropexy do not improve to any extent, but any 
benefit from the operation is permanent. 

The author reviews 163 cases in which nephropexy 
was done. One hundred and fifty of the patients 
were women. ‘The operation was successful in 71 
cases (43.6 per cent), partially successful in 41 (25 
per cent), and a failure in 51 (31.4 per cent). 

In conclusion the author emphasizes the impor- 
tance of treating nephroptosis before the neurotic 
symptoms associated with the condition become 
fixed. ELMER Hess, M.D. 
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Scholl, A. J.: Kidney Resection. Ann. Surg., 1928, 
Ixxxviii, 1045. 

Partial nephrectomy was done more often before 
the modern improvements were made in the technique 
of complete nephrectomy. It is associated with the 
danger of haemorrhage and the formation of urinary 
sinuses. Scholl and Judd have done partial resec- 
tion in localized infections of the kidney with good 
end-results. Scholl cites experiments performed by 
Tuffier, Bobroff, Hinman, Pearlmann, and Kiras 
which show that life is possible when only a very 
small portion of normal kidney tissue remains. 

Maurice Mettzer, M.D. 


Spitzer, W. M., and Wallin, I. E.: Supernumerary 
Ectopic Ureters. Ann. Surg., 1928, |xxxviii, 1053. 
This article reports a case in which an accessory 
body which secreted a fluid in no way resembling 
urine was found above each kidney. The fluid was 
drained by tubes which opened at the position of the 
para-urethral duct on each side. In the walls of the 
bladder and vagina the tubes followed the course 
usually taken by Gaertner’s canal, which has long 
been recognized as the persistent remains of the 
mesonephric or wolffian duct. 

The authors emphasize the difference between 
supernumerary ectopic ureters and ectopic ureters 
that are not supernumerary. They agree with 
Furniss, Herbst, Polky, and Kilbane that in cases of 
supernumerary ectopic ureters, heminephrectomy 
is indicated. Louis Gross, M.D. 


Klein, W. O.: A Large Extravesical Stone Which 
Had Perforated (Extravesical gelegener, durchge- 
brochener, grosser Ureterstein). Zéschr. f. urol. 
Chir., 1928, xxiv, 538. 

Perforation of the ureter by a stone is relatively 
rare. Asa rule the perforation is not recognized, but 
in some cases it is revealed later by the passage of 
stones through fistula from paranephric or periure- 
teral abscesses. Up to 1911, only twelve cases were 
recorded in the literature. 

The author reports the case of a man forty-three 
years of age who had three attacks of renal colic due 
to stone. The third attack lasted for fourteen days. 
On abdominal and rectal palpation, a hard resistant 
body the size of a nut was felt deep in the left side. 
Cystoscopy showed a tumor-like bulging of the 
mucosa on the left side of the bladder. There was 
no excretion of indigocarmine from the left ureter, 
but pus exuded from that orifice. Roentgenological 
examination after the introduction of air into the 
bladder showed a large oval stone in the small pelvis 
and another stone about half as large at the level of 
the second sacral vertebra. Both calculi appeared 
to be outside the bladder. Pyelography, which was 
possible only on the right side, showed a low kidney 
with a dilated pelvis and a kinked ureter. 

At operation through a left lumbar incision a large 
pyonephrosis was found. This was opened and 


drained. A horizontal incision was then made above 
the symphysis and the bladder was opened. The 


stone was felt behind the bladder wall and was re- 
moved transvesically from a bed of firm fibrous 
tissue. The other stone could not be palpated. Four 
weeks later the hydronephrotic sac and greatly 
thickened ureter were removed. 

The author believes that the ureteral stone was 
impacted for some time and then ulcerated into the 
extravesical tissues through the juxtavesical portion 
of the ureter. The exact site of the other stone, 
which could be seen in the roentgen picture but 
could not be palpated, was not determined. 

POSNER (Z). 


BLADDER, URETHRA, AND PENIS 


Lower, W. E., and Higgins, C. C.: Diverticula of 
the Urinary Bladder, with a Report of 110 
Cases. J. Urol., 1928, xx, 035. 


The structure of the walls of a diverticulum of the 
urinary bladder varies with the amount of inflam- 
mation present and the size of the diverticulum. The 
thickness of the walls may vary. The muscle may 
show distinct layers or may be replaced by fibrous 
tissue. In early diverticula the walls are usually 
thick and contain the various coats of the bladder. 
In large diverticula the walls are thin, the muscle 
fibers and mucosa being atrophic or absent. 

Diverticula may occur in any part of the bladder 
but are most common near the ureters. 

Some urologists believe that diverticula of the 
urinary bladder are of congenital origin and others 
that they are acquired. According to a third group, 
they may be either congenital or acquired. 

They usually occur after the age of fifty years, 
when prostatic obstruction is most common, but 
may develop at any age. The average age of the 
patients whose cases are reviewed by the authors 
was fifty-six and eight-tenths years. 

The most common complications are infection, 
calculi, and tumors. In 16 of the 110 cases reviewed 
by the authors, stones were found in either the 
bladder or the diverticulum or in both. The stones 
may be single or multiple. The formation of stones 
is favored by stagnation and infection. Infection is 
usually present. It varies in its severity. Malig- 
nancy is not a common complication. In 4 of the 
cases reviewed there was a carcinoma of the bladder, 
and in 1 case a carcinoma within the diverticulum. 

The symptoms of diverticula of the urinary blad- 
der are usually those of prostatic obstruction. Di- 
verticula of moderate size may be symptomless until 
they become infected. If 2 or more attempts are 
necessary to empty the bladder and if the first urine 
voided is comparatively clear and the rest is foul, 
a diverticulum may be suspected. Frequency, burn- 
ing, hematuria, difficulty in starting the stream, 
and pyuria are common symptoms. 

The diagnosis is made by cystoscopic examination 
or by cystography. The size of the diverticulum may 
be determined by making a cystogram with an X-ray 
catheter in the diverticulum. The authors make a 
cystogram after fluoroscopic observation, changing 











H 
ea 
cli 
re: 


stu 
an 
log 
Sul 
are 





™~ = a. 2 


itil 
are 
ine 
yul, 
rm- 


jon 
nay 
ray 
ea 
‘ing 





GENITO-URINARY SURGERY 457 


the position of the patient so that the extent of the 
diverticulum and its orifice may be seen. After the 
bladder has been emptied they make a retention 
film. 

In the treatment, radical excision is regarded as 
the procedure of choice. For small diverticula the 
authors favor Young’s intravesical suction tech- 
nique, but for large diverticula they prefer packing 
with gauze and extravesical removal. They empha- 
size that at the point where the diverticulum is re- 
moved it is important to close the bladder with good 
muscle tissue. The walls should be inverted and, 
if necessary, a ridge should be left. If the ureter is 
involved it should be transplanted. It should run 
above the mucous membrane for a distance. 

In 43 cases operated upon there were 3 operative 
deaths, a mortality of 7 per cent. Of 21 patients 
who were followed for from six months to fourteen 
years, 12 Showed marked improvement and 9 were 
completely relieved. 

When there is no impairment of renal function 
the prognosis is favorable. If malignancy is found, 
the prognosis must be guarded. If the obstruction is 
removed and the bladder wound closed with good 
muscle tissue, the possibility of recurrence is slight. 
The radical operation has been fully justified by its 
results. CLAUDE D, PickreLi, M.D. 


Aschner, P. W.: The Pathology of Vesical Neo- 
plasms. J. Am. M., Ass., 1928, xci, 1697. 


To meet the need for a classification of the com- 
mon varieties of vesical tumors which is in accord 
with the general principles of tumor terminology 
and will answer the requirements of the clinician, 
the author suggests the following grouping which is 
based on the gross as well as the microscopic fea- 
tures of the neoplasms: 

1. Papilloma. Benign. Cell uniformity and typism. 

A. Pedunculated: (1) single, (2) multiple. 

B. Sessile. Papillomatosis. 

2. Papillary carcinoma. 

A. Non-infiltrating: (1) scattered areas of some- 
what atypical cells, (2) more diffuse and 
more marked atypism. 

B. Infiltrating: (1) cells of benign type (rare); 
(2) cells anaplastic (a) stroma or stalk in- 
vasion, (b) submucosal base invasion, (c) 
muscularis and perivesical invasion. 

3. Non-papillary (flat) carcinoma: (a) fibrocarcinoma 
(scirrhous), (b) medullary, (c) adenocarci- 
noma, (d) squamous, and (e) hornifying. 

Aschner has reviewed the slides of every tumor 
subjected to biopsy or operation at the Mt. Sinai 
Hospital, New York, since 1911 and has diagnosed 
each in accordance with this classification. The 
clinical information regarding the cases and the late 
results were obtained from the recent compilation 
of Beer and his associates. The 2 objects of this 
study were: (1) an evaluation of biopsy for diagnosis, 
and (2) an evaluation of the nature of the patho- 
logical condition for prognosis. The findings are 
Summarized in a table. The following conclusions 
are drawn: 


1. Reliable information as to the nature of bladder 
tumors is obtainable by cystoscopic biopsy in 97 per 
cent of cases. The failures occur in cases of mul- 
tiple tumors and papillomatosis. In cases of malig- 
nancy, the prognosis cannot be made from biopsy 
alone. 

2. A biopsy diagnosis of malignancy in a case of 
tumor simulating a papilloma in its cystoscopic 
appearance and response to fulguration is an indi- 
cation for more radical therapy (radium irradiation 
or surgery) unless the patient is debilitated. 

3. Bladder tumors may be classified in a manner 
harmonious with general tumor terminology and 
with clinical terminology. They are benign or 
malignant. 

4. Classification based on cell grading alone is 
not as practicable for clinical purposes. In the cases 
reviewed, the prognosis on such a basis did not 
agree with the late results. 

5. The presence or absence of infiltration ap- 
pears to be a more reliable guide to the gravity of 
the condition. 

6. The site of the malignant tumor determines 
its resectability and therefore materially influences 
the prognosis. 

7. If a biopsy diagnosis of carcinoma is made and 
the case is considered surgical, resection through the 
whole thickness of the bladder wall is the procedure 
of choice. Even in cases of pedunculated tumors, 
incomplete resection has often been followed by re- 
currence. Stalk invasion and tumor cells in blood 
vessels at the base of the tumor cannot be detected 
by gross inspection. As only 29 of the 137 papillary 
carcinomata reviewed were not infiltrating, it is 
probable that the non-infiltrating types represent 
an earlier stage of the disease. 

8. Before radical surgery of the bladder is under- 
taken, a biopsy should be made since other lesions 
may resemble neoplasms very closely. 

J. Epwin Kirkpatrick, M.D. 


Key, E.: The Operative Treatment of Large Defects 
in the Urethra (Kinige Worte ueber die operative 
Behandlung grosser Urethraldefekte). Acta chirurg. 
Scand., 1928, Ixiii, 545. 

In a case of scrotal and perineal gangrene which 
had caused a large defect in the urethra the bladder 
was drained partly through a vesicular fistula and 
partly through a catheter which was passed through 
the posterior part of the urethra and brought out 
through the perineal wound. While the large wound 
was clearing up and the patient was being given 
treatment preliminary to an operation to cover the 
urethral defect, an epithelial tube formed around 
the catheter leading out from the perineum. As 
direct suture of the two urethral ends was impossible 
and an operation by Ekehorn’s method would have 
been very difficult on account of the patient’s 
corpulence, the urethral defect was covered by the 
newly formed epithelial tube around the catheter. 
The result was satisfactory and the method is re- 
commended for similar cases. 
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Partsch and Breitlaender: The Roentgenological 
Demonstration of Stricture and Rupture of the 
Urethra (Die Darstellung der Harnroehre bei 
Strikturen und Rupturen in Roentgenbild). Zéschr. 
f. urol. Chir., 1928, xxv, 108. 


Urethrography is a painless and safe procedure 
which should be used in all chronic changes and dis- 
eases of the urethra. All portions of the urethra 
should be examined by this method, particularly in 
cases of stricture, fistula, false passages, foreign 
bodies, and diverticula. Roentgenological examina- 
tion is more certain than bougie exploration and 
shows the position and extent of the disease process. 

The urethra may be filled with iodipin or a barium- 
sulphate mixture. lodipin produces no untoward 
effect if it remains in the bladder for a considerable 
time. Sedimentation of the heavy metal salt may be 
prevented by adding a suspension of starch and boric 
acid. ‘The starch suspension may be kept sterile. 
The mixture should be warmed in a water bath and 
shaken just before its injection. 

The half lateral position with the use of the Bucky 
diaphragm is satisfactory for the examination. Visu- 
alization of the pars posterior in the sagittal direc- 
tion seldom shows dilatation. RAESCHKE (Z). 


GENITAL ORGANS 


Bumpus, H. C., Jr., and Thompson, G. J.: Tuber- 
culosis of the Genital Tract. Surg., Gynec. & 
Obst., 1928, xlvii, 791. 

From their study of tuberculosis of the genital 
tract, the authors draw the following,conclusions: 

1. Dysuria is a symptom of urinary tuberculosis 
and does not occur when the disease is confined to 
the genital tract. 

2. The presence of the bacilli of tuberculosis in 
the urine indicates renal involvement. 

3. Unless the urine is microscopically negative, 
a cystoscopic examination should be made in all 
cases of chronic tuberculous epididymitis. 

4. Satisfactory late results may be expected in 
more than 60 per cent of cases. 


5. It may be expected that epididymectomy will 


be followed by involvement of the opposite epididy- 
mis in 39 per cent of cases. 

6. Usually involvement of the opposite side will 
occur within one year of the epididymectomy. 

7. There is a 7 per cent chance of the development 
of renal tuberculosis after operation. 

8. Conservative treatment, epididymectomy and 
heliotherapy, offers a better prognosis than more 
radical measures. 


Hinman, F.: The Surgical Treatment of Urogenital 
Tuberculosis. Surg. Clin. N. Am., 1928, viii, 1395- 


Hinman is of the opinion that in cases of unilateral 
renal tuberculosis associated with active genital 
lesions, nephrectomy should be practical. 

He states that in both renal and genital tuber- 
culosis, tuberculosis of the bladder may remain the 
only active lesion after operation. When this is so 


advanced as to cause pain, frequency, and inconti- 
nence, temporary nephrostomy followed by ureter- 
orectoneostomy may give relief and prolong life. 

There are two clinical types of genital tuberculosis: 
(1) that in which the more advanced or only lesion 
is in the epididymis, and (2) that in which the 
seminal vesicles are involved with or without in- 
volvement of the epididymis. When genital tuber- 
culosis is unassociated with active lesions elsewhere, 
the indication is epididymectomy for Type 1 and 
the radical operation for Type 2. 

In cases with active lesions elsewhere, the indica- 
tions for surgery depend upon the extent of the 
associated involvement as compared with the in- 
volvement of the genital or urinary organs. 

After any type of operation the patient should be 
kept under observation for an extended period of 
time and all of the known clinical methods of 
treating tuberculosis should be used to supplement 
the surgical procedure. J. Sypney Ritter, M.D. 


Caulk, J. R.: The Author’s Cautery Punch for 
Prostatic Obstruction. J.Oklahoma State M. Ass., 
1928, XXxi, 327. 

Caulk states that since 1919 when he first devised 
his cautery punch he has been using it in an in- 
creasing number of cases until today he employs 
it in at least 40 per cent of cases of prostatic ob- 
struction. As he has noted that after the punch 
operation the decrease in the size of the rest of the 
gland was out of proportion to the amount of tissue 
removed, and as the histological structure of the 
specimen was identical with that of an adenoma, 
he has become convinced that the majority of be- 
nign growths of the prostate are not neoplastic, but 
represent a gradual evolution of inflammatory 
processes over a long period of time. 

The selection of the types of cases which are 
suitable for the cautery punch operation is depen- 
dent entirely upon repeated cystoscopic studies of 
the vesical orifice under drainage. If under catheter 
drainage and splinting of the orifice, hot applica- 
tions, and antisepsis, the prostate begins to decrease 
in size; if the cystoscopic appearance is not too 
gross, that is, if there are no large, round intra- 
vesical lobes with deep clefts; and if the intravesical 
growth shows recession, the prospects of a suc- 
cessful result from the cautery punch operation 
are good. There is no question that this is applica- 
ble to the smaller obstructions. 

Caulk reports seventy-five cautery punch opera- 
tions performed on forty-three patients with large 
obstructions, some of whom were very poor risks 
for major surgery. Eighty-six per cent of this 
group were either completely relieved or were made 
comfortable. Some of the most gratifying results 
have been obtained in cases of carcinoma. 

Caulk always prepares the patient by gradual 
decompression with catheter drainage. The opera- 
tion requires thorough familiarity with the endo- 
scopic appearance of the urethral orifice. It 1s 
done entirely under visual guidance. Obstruction 
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at any part of the orifice can be seen clearly. 
The instrument may be rotated at different seg- 
ments and will reveal lobules which previously re- 
quired cystoscopic study. It is important to bear 
in mind that if the cautery blade is pushed home 
before the heat has reached the blade it may 
break. 

After the operation, a large indwelling catheter 
(No. 24 F. with two eyes) is inserted and the 
bladder is irrigated. When the irrigation is com- 
pleted, some of the fluid is allowed to remain in the 
bladder and the catheter is corked. In the post- 
operative care, continuous drainage is necessary 
during the first few hours. In simple cases the 
catheter is removed after forty-eight hours. In 
cases with a large amount of residual urine and in 
those with a large obstruction the catheter is left 
in for a week. 

Complications have been rare. Hamorrhage is 
decreased by the superficial burning and proper 
use of the catheter. ‘The operation has never been 
followed by pronounced sloughing. Epididymitis 
has occurred in a small percentage of cases. Caulk 
has never seen incontinence of urine nor stricture 
of the urethra following the operation. In his 450 
cases there was no operative death. 

As a rule the patient is confined to the hospital 
for only about a week. Jacos S. Grove, M.D. 


Lowsley, O. S.: Surgery of the Prostate Gland, with 
a Report of Operative Results. Proc. Roy. Soc. 
Med., Lond., 1928, xxii, 35. 


Lowsley states that with the advent of sacral, 
parasacral, and nitrous oxide-oxygen anwsthesia, 
effective drainage of the bladder preliminary to the 
operation, the development of accurate kidney 
function tests, the perfection of methods for esti- 
mating retention products in the blood stream, and 
the perineal type of operation, prostatectomy has 
become a relatively safe procedure. 

When the patient with residual urine is first seen 
by Lowsley, the bladder is partly refilled after 
catheterization with boric acid solution or sterile 
water. The amount replaced can be gradually 
reduced if no toxic symptoms follow the procedure. 
This so-called ‘‘decompression” of the bladder pre- 
vents uremia due to complete emptying of an over- 
distended bladder. Following the decompression, a 
suprapubic cystostomy under local anaesthesia is 
done for drainage. Use is made of the suction appa- 
ratus devised by Kenyon which, having a double 
suprapubic tube, does not suck the bladder wall 
into the tube. ‘The patient is vaccinated by the 
organisms in his bladder. 

The period of preliminary drainage is continued 
until a succession of blood, chemical, and phenol- 
sulphonephthalein tests show maximum renal 
efficiency and the patient feels well. In cases in 
which there has been considerable haemorrhage or 
infection a blood transfusion is given. A purgative 
is administered early on the day before the opera- 
tion. Sodium bicarbonate is given in small doses for 


two days before the operation. Fluids are given 
up to, during, and immediately after the operation 
to prevent dehydration. 

The important features of an operation on the 
prostate are: (1) proper preliminary drainage; (2) 
the anesthesia induced; (3) the route by which the 
gland is removed. 

Perfect local anesthesia induced with 1 per cent 
procain by the sacral and parasacral method is pos- 
sible in 95 per cent of cases. In the remaining 5 per 
cent some slight re-inforcement is necessary. Local 
anesthesia does not raise the blood pressure. Con- 
sequently the hawmorrhage occurring during the 
operation is about one-tenth the amount that occurs 
under general anesthesia. Local anesthesia elim- 
inates postoperative pain for several hours and helps 
prevent surgical shock. Dehydration is prevented 
as water can be given throughout the operation. 

The author prefers a modification of Young’s 
perineal operation. His modified technique is de- 
scribed in detail. Postoperative drainage is estab- 
lished by a Pezzer catheter which is introduced into 
the bladder through the urethra and fixed by 
adhesive. ‘The vesical orifice and prostatic cavity 
are thoroughly packed with sufficient vaseline gauze 
to arrest bleeding. The floor of the pelvis is closed 
by drawing the two sides of the levator ani muscle 
together with a catgut suture, and the skin is closed 
with silkworm gut. This procedure allows both the 
suprapubic and perineal wounds to close. 

The postoperative care is very important. The 
patient should rest quietly in bed and be disturbed 
only for the administration of fluids and determina- 
tions of his blood pressure. ‘The blood pressure is 


‘the most important single postoperative determina- 


tion. It tends to rise about six hours after the opera- 
tion. In none of the series of cases reviewed did it 
drop below roo mm. In cases in which the blood 
pressure drops unduly and does not rise, gum- 
glucose solution is administered according to the 
method described by the author in roar. 

The packing is removed after forty-eight hours if 
the bleeding has stopped, the tube is removed from 
the bladder on the third day, and the patient is 
permitted to sit up on the fourth day. 

Two hundred and ninety-seven adenomatous 
prostates were operated upon by the method de- 
scribed with a mortality of 5.7 per cent. The average 
stay in the hospital was twenty-two and seventy-six 
hundredths days. 

The after-results are satisfactory in almost every 
patient who recovers from a perineal prostatectomy. 
Provided both sphincters are not lacerated beyond 
repair, there is never a resulting incontinence. A 
persistent fistula is never formed if the perineum is 
reconstructed by drawing the two parts of the 
levator ani together. Frequently sexual intercourse 
is possible. The infected bladder usually clears up 
provided there is no residual urine. : 

In cases of carcinoma of the prostate producing 
residual urine the prostate is removed by the same 
method. As soon as the patient recovers from the 
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immediate effects of the operation, radium irradia- 
tion is administered to the prostatic bed. The 
patient usually has no recurrence at the site of the 
prostate and lives for from two and one-half to 
three and one-half years. Death results ultimately 
from metastasis. 

In 33 cases of carcinoma of the prostate operated 
upon the mortality was 10 per cent. Almost 10 per 
cent of the entire series of prostates operated upon 
were carcinomatous. 

In 40 cases of prostatic abscess operated upon by 
the perineal route under regional anesthesia the 
average postoperative stay in the hospital was ten 
and eighty-three hundredths days. There were 2 cases 
of epididymitis and 1 case of septicemia. None of 
the patients died. J. Epwin Kirkpatrick, M.D. 


Rolnick, H. C.: The Pathology of Epididymitis. 
Surg., Gynec. & Obst., 1928, xlvii, 806. 

Rolnick has found that it is not possible to produce 
a chemical epididymitis. He states that acute 
epididymitis at its onset is an interstitial and peri- 
tubular and not an intratubular inflammation of the 
tail as well as of the body and head of the epididymis. 
The extension of the infection from the tail occurs 
by way of the peritubular and interstitial tissues 
and not by way of the intratubular tissues. 

Epididymotomy should be limited to the tail of 
the epididymis, without incision of the tunica 
vaginalis. The purpose of the incision is to relieve 
the tension and provide free drainage from the 
interstitial tissues. The operation should be per- 
formed early to prevent permanent damage to the 
epididymis. J. Sypney Rirrer, M.D. 


Lindgren, E.: Septic Epididymitis, with Special Re- 
gard to the Forms with a Chronic Course (Zur 
Kenntnis der septischen Epididymiten mit beson- 
derer Beruecksichtigung der chronisch verlaufenden 
Formen). Ziéschr. f. urol. Chir., 1928, xxv, 127. 


Lindgren discusses cases of chronic epididymitis 
which clinically suggested tuberculosis and were 
operated upon for the latter condition but in which 
microscopic examination showed only a chronic non- 
tuberculous inflammation. He does not discuss 
epididymitis due to instrumental treatment of the 
urethra, prostate, etc. In 6.5 per cent of the cases 
the condition was bilateral. This septic form of 
epididymitis occurs more frequently than was for- 
merly supposed. According to Kocher, we must 
differentiate between traumatic epididymitis, ure- 
thral epididymitis with infection of the urinary 
passages, and metastatic epididymitis. 

Traumatic epididymitis is attributed by some toa 
powerful force and by others to a weak force. 
Trauma does not produce the infection but favors it. 
In the author’s twelve cases the external force did 
not produce a demonstrable external injury. Trauma 
evidently gauses slight tissue abrasions favoring 
the invasion of bacteria from the posterior urethra. 

Urethral epididymitis is the most common form. 
It frequently appears after gonorrhoea. According 


to Kappis, the bacteria almost always invade the 
epididymis from the posterior urethra and the pros- 
tate. The infection probably travels by way of the 
vas deferens, in which antiperistaltic movements 
have been demonstrated. 

Metastatic epididymitis is less common. It occurs 
in association with septic conditions and other 
diseases. The infection probably reaches the pros- 
tate and seminal vesicles by way of the blood stream 
and travels to the epididymis and vas deferens from 
there. In six of the author’s cases the condition 
followed bronchitis. 

While thirty-two of the author’s cases of epididy- 
mitis could be grouped in these three classes, there 
were fourteen in which the etiology was less clear 
although the condition was probably of a septic 
nature. 

In cystic epididymitis there is nearly always an 
acute stage with pain and swelling. When the in- 
volvement is bilateral, one epididymis becomes 
affected after the other. The appearance of the 
patient suggests tuberculosis, but the temperature 
is usually normal or only slightly increased and fre- 
quently there are chills, which do not occur in tuber- 
culosis. The enlargement of the epididymis is not 
nodular as in tuberculosis, and the spermatic cord is 
either free or uniformly swollen and tender. Septic 
epididymitis leads less frequently to abscess or 
fistula formation. Occasionally there is a slight 
symptomatic hydrocele. The urine is often cloudy 
and on culture yields a bacterial growth. Among the 
bacterial excitants of epididymitis are the bacillus 
coli, staphylococci, and streptococci. 

The prognosis as regards function is doubtful. 
The vas deferens often becomes occluded as the re- 
sult of the fibrous change, but restoration to normal 
may also occur. 

The treatment is usually conservative, consisting 
in the application of hot moist compresses, rest in 
bed, and elevation of the scrotum. The mercury 
lamp, hot sitz-baths, and diathermy have also 
proved of value. The injection of antiseptics into 
the epididymis and vas deferens is contra-indicated. 
Possibly, especially in recurrences, epididymectomy 
may be advisable, but extirpation of the testicle is 
rarely to be considered. While some surgeons advo- 
cate biopsy before a major operation is performed, 
Wildbolz believes that it is better to remove an 
epididymis with ordinary septic inflammation than 
to leave behind a tuberculous process from which the 
infection may become further disseminated. 

The article contains a large number of case 
histories. JANSSEN (Z). 


Kretschmer, H. L.: Tuberculosis of the Epididymis; 
A Critical Review Based on the Study of Ninety- 
Four Cases. Surg., Gynec. & Obst., 1928, xlvii, 652. 

Tuberculosis of the epididymis may be confused 
with syphilis, but of forty-five cases in which Was- 
sermann tests were made, only five had a positive 
reaction and in these five the nature of the condition 
was revealed by histological examination. 
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In the entire group of ninety-four cases reviewed 
by the author there was a history of an attack of 
gonorrhoea in only twenty-seven and a history of a 
previous attack of epididymitis in twenty-five. In 
some of the cases with previous epididymitis, the 
attack occurred during a gonorrhceal infection. The 
author states that when a gonorrhoeal infection is 
superimposed upon a tuberculous infection, the 
tuberculous infection may not be recognized at first. 
The only suggestion of its presence is the unusually 
prolonged course of the supposed acute gonorrhceal 
epididymitis. 

Tuberculosis of the epididymis is most common 
between the ages of twenty and forty, the period of 
greatest sexual activity. In the majority of cases its 
onset is slow and gradual. In thirty cases reviewed, 
an abscess of the epididymis was found. 

The most important aid in the diagnosis of tuber- 
culosis of the urinary or genital tract is a history of 
previous attacks of tuberculosis in other organs. 
In seventy-five of the cases reviewed either the 
physical or the X-ray examination showed evidence 
of pulmonary tuberculosis, and in fifteen cases 
the -e was evidence of extrapulmonary tuberculosis. 

Another important aid in the diagnosis is the 
condition of the vas deferens. When there is no 
evidence of involvement of the vas deferens the 
diagnosis of tuberculosis of the epididymis should be 
made with caution. 

Among the findings in favor of a diagnosis of 
tuberculosis of the epididymis is the presence of a 
single fistula or multiple fistula in the scrotum. 

The value of rectal examination is negligible. 

Of seventy-eight patients who were operated 
upon, sixteen are known to be dead, fifty-seven are 
living, and five cannot be traced. There were no 
immediate deaths. The conditions responsible for 
the sixteen deaths in this group developed at varying 
periods after the patients left the hospital. The 
three most common causes of death were tubercu- 
lous meningitis, pulmonary tuberculosis, and miliary 
tuberculosis. In eight fatal cases which were not 
operated upon, the two most frequent causes of 
death were miliary tuberculosis and tuberculous 
meningitis. Gitpert J. Tuomas, M.D. 


Wesson, M. B.: ‘*Traumatic Orchitis’’: A Mis- 
nomer. J. Am. M. Ass., 1928, xci, 1857. 


Wesson states that traumatic orchitis is extremely 
rare. When inflammation of the testicle occurs 
without coincident prostatitis and seminal vesicu- 
litis it is usually due to a blood-borne infection such 
as mumps, typhoid fever, pneumonia, or smallpox. 

In cases of tuberculous epididymitis following 
trauma, medicolegal boards must decide whether 
the injury caused a traumatic exacerbation of a 
pre-existing lesion or the lowered resistance of the 
damaged site favored the migration of organisms to 
that point. European boards attribute the major 
part of the disability to the pre-existing disease and 
the remainder to the injury. The possibility of 
localized tuberculous foci following severe trauma 


has been proved experimentally, and if an exacerba- 
tion of an already-present testicular or epididymal 
tuberculosis occurs immediately after an injury it 
may be attributed to the trauma. 

Delorme reported that he never saw a case of 
traumatic orchitis in the Prussian army or cavalry 
without associated gonorrhoea or a latent tubercu- 
losis. Of seventy cases of “traumatic orchitis”’ 
studied by the author, only three could be attributed 
to trauma. BENJAMIN F. Rotter, M.D. 


Stevens, A. R., and Ewing, J.: Adenocarcinoma of 
the Testis in the Adult. Ann. Surg., 1928, 
Ixxxviii, 1074. 


The authors report an adenocarcinoma of the 
testis in a man fifty-one years old which differed 
from embryonal tumors in the time of life at which 
it developed, its slow course, the absence of metas- 
tases after a long period in spite of a partial opera- 
tion, its gross anatomy which showed it to be a 
peculiar multicystic neoplasm arising well within the 
body of the testis and replacing the gland tissue in- 
stead of displacing it, and its structure which showed 
small cubical cells covering very numerous papillary 
projections of stroma and growing in diffuse or 
slightly alveolar form. 

They conclude that the tumor is not to be classed 
with the ordinary embryonal tumors of teratom- 
atous origin but was an adult anaplastic growth 
probably derived from the adult tubule cells. They 
have never seen a tumor of exactly this type before. 

They state that there are two varieties of malig- 
nant carcinomata of the testis. The great majority 
are embryonal carcinomata of teratoid origin which 
tend to appear before the fortieth year of age, metas- 
tasize freely by both the blood and the lymph 
streams, and are very radiosensitive. Those of the 
other type are rare, appear usually after the fortieth 
year of age, grow slowly, metastasize less rapidly, are 
probably somewhat radiosensitive, and probably 
have a better prognosis. 

Many of the slowly growing tumors of the adult 
type should be recognized from the clinical data and 
many more, if not all, from their gross anatomical 
and their histological characteristics. It still re- 
mains to be determined how numerous these tumors 
are and whether there are other variants of the series 
of adult adenocarcinomata which can be separated 
from the embryonal carcinomata. 

Louis Gross, M.D. 


Kelley, J. E., and Hueper, W. C.: Carcinoma of the 
Testicle. Ann. Surg., 1928, |xxxviii, 1079. 


Tumors of the testicle are relatively rare, and the 
great majority are malignant. Benign growths are 
so rare that they are of little clinical importance. 
Carcinoma of the testicle is much more frequent than 
sarcoma. Up to the present time, more than 700 
carcinomata of the testicle have been reported. 
Arranged in decreasing order of frequency, the vari- 
ous testicular tumors are: carcinomata, teratoids, 
teratomata, sarcomata, and benign tumors. 
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In the etiology of carcinoma of the testicle, he- 
redity is of little, ifany, importance. Sexual activity 
may be a factor as the tumor develops during the 
period of greatest sexual vigor. Previous inflamma- 
tion of the testicle from tuberculosis, gonorrhoea, or 
syphilis is of no importance in the etiology. It is still 
doubtful whether trauma is a contributory factor. 
Malignancy is found most frequently in undescended 
testicles, especially those in the inguinal region. The 
affected testicle is often congenitally larger or smaller 
than the other one. Carcinoma usually starts in the 
rete testis where the upper part of the epididymis 
joins the testicle. 

Grossly, testicular carcinomata may be divided 
into solid and cystic growths. Those of the solid 
type are usually soft and rarely firm in consistency. 
The testicle with a solid carcinoma usually pre- 
serves its normal shape but is enlarged and occa- 
sionally presents a nodular surface. Carcinomata of 
the cystic type resemble cystic teratomata but in- 
volve also the epididymis which in teratoma of the 
testicle remains free. 

According to their histological structure, carci- 
nomata of the testicle may be grouped as follows: 
(1) seminoma, spermatocytoma, or embryonal car- 
cinoma, (2) adenocarcinoma with its papillary and 
gelatinous variety, (3) squamous-celled carcinoma 
with and without cornifications and_basal-celled 
carcinoma, (4) neuro-epithelioma, (5) chorio-epi- 
thelioma, and (6) carcinosarcoma. 

Carcinoma of the testicle metastasizes very early 
and extensively by way of the lymphatics and blood 
vessels. Secondary growths occur in the lungs, liver, 
brain, and kidney, in and about the ureter, in the 
bladder, in the perivascular tissue from the inguinal 
canal up to the renal hilum, and often in the inferior 
vena cava and right heart. Very small testicular 
tumors may produce enormous retroperitoneal 
metastases. 

In the early stages of carcinoma of the testicle, 
before metastasis occurs, there are practically no 
subjective symptoms. Fewer than a third of the pa- 


tients complain of a dull dragging pain in the testicle, 


which at first increases slowly and then rapidly. The 
growth is smooth and moderately firm to the touch. 
The symptoms produced by metastases depend upon 
the location of the metastases. Cachexia, loss of 
weight, and weakness soon develop. 

The diagnosis can be made if the possibility of 
malignancy is borne in mind in the examination of 
abnormalities of the testicle. In doubtful cases, im- 
mediate exploration is indicated. 

The prognosis is not favorable. In various series 
of cases the incidence of cure has ranged from 5 to 59 
per cent. Rice states that the average survival after 
operation is eight and_ thirty-five hundredths 
months. 

Early operation offers the only hope. The author 
advises removal of the inguinal testicle as a prophy- 
lactic measure because of the frequency of carcinoma 
in the inguinal region and because undescended 
testicles are nearly always aspermatic. Some sur- 


geons recommend pre-operative X-ray treatment of 
the growth and postoperative X-ray treatment of 
the abdominal glands. Maurice Merrzer, M.D. 


Cecil, A. B.: The Treatment of a Case of Male 
Hypospadias. Surg. Clin. N. Am., 1928, viii, 1343. 
Cecil reports the case of a child who was born 
without a scrotum and with the penis curved down- 
ward and held to the perineum by a strong fibrous 
band. Urination occurred through an opening in the 
perineum. 

At the first operation, the fibrous band was divided 
to permit the penis to assume the normal position. 

Nine years later the child was circumcised and the 
foreskin was opened and sutured over a catheter in- 
serted under the skin of the penis to form an anterior 
urethra. 

At a third operation, a hexagonal flap of skin was 
removed from the inner aspect of the thigh and 
introduced beneath the skin of the penile portion. 
This flap became absorbed. 

At a fourth operation, performed when the child 
was twelve years old, the foreskin penile tube was 
connected by a graft to a point just anterior to the 
hypospadiac opening in the perineum. The Hagner 
skin-flap technique was used. 

At a fifth operation, suprapubic drainage was 
established and the deep urethra was connected with 
the reconstructed penile urethra. Two months later 
the child voided normally. Eimer Hess, M.D. 


Cecil, A. B.: The Treatment of a Case of Male 
Epispadias. Surg. Clin. N. Am., 1928, viii, 1351. 


In the case reported, the pubic bones were joined 
by a fibrous band and the thighs were rotated out- 
ward. At the root of the penis there was an opening 
the size of the little finger from which urine con- 
stantly dribbled. The penis was retracted and 
turned sharply upon the lower abdominal wall. The 
urethral canal was entirely open and the foreskin 
was markedly redundant. The testes and scrotum 
were normal, 

At the first operation, performed through a rectus 
incision, the bladder was found to be the size of a 
walnut. The internal vesical sphincter was denuded 
and sewed together and a suprapubic tube placed in 
the bladder. 

At a second operation, the bladder neck was com- 
pletely freed, the suprapubic opening extended down 
under the fibrous band which held the pubic bones 
together, and a small V-shaped portion, was removed 
from the anterior aspect of the neck of the bladder. 
The vesical neck was then brought tightly over a 
No. 12 catheter and the closure continued upward 
toward the ventral surface of the bladder, cul- 
minating in the fixation of a suprapubic tube. After 
healing, the patient had a fair amount of control. 

At a third operation, a suprapubic tube was again 
introduced and the urethra denuded and oversewn. 
The superficial tissues of the penis were then over- 
sewn with interrupted sutures of silk. The operation 
was followed by oedema of the penis. 
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The patient now has partial urinary control during 
the day and complete control at night. The author 
believes that ultimately he will have complete 
control at all times. Evmer Hess, M.D. 


MISCELLANEOUS 


Redewill, F. H.: The Physiology of Micturition. 
J. Am. M. Ass., 1928, xci, 1960. 


The author first describes his portable, automat- 
ically operated apparatus, the cystometer, which is 
of value for the determination of: (1) the point at 
which desire to void is first noted, (2) the capacity of 
the bladder, (3) the emptying pressure, (4) the 
tonicity of the bladder wall, and (5) the character- 
istics of various conditions of the bladder (obstruc- 
tion, diverticula, tumors, and neurogenic bladder). 

In discussing the physiology of micturition, Rede- 
will states that the trigon muscle is a separate entity 
of unstriated muscle arising from the longitudinal 
layer of the ureters. Some of the muscle fibers 
extend down even below the verumontanum. The 
internal and external sphincters of the bladder are 
surgical entities. The internal sphincter consists of 
the trigon, whereas the external sphincter is an ex- 
tension of the outer and inner muscle fibers from the 
bladder musculature. The external sphincter is com- 
posed of striated fibers which begin at the vesical 
orifice and extend back to the rectum, becoming the 
recto-urethralis muscle. Anterior fibers of the leva- 
tor and striated muscle, known as the levator pros- 
tate bands, are attached to the prostatic sheath. 
These sets of muscles are controlled by the sympa- 
thetic and parasympathetic nerves. 

Maurice Me crzer, M.D. 


Soloway, H. M.: Extravasation of Urine. J. Urol., 
1928, xx, 569. 

The author reviews eighty-three cases of extra- 
vasation of urine which were treated in the period 
from 1917 to 1925. Cases due to rupture of the blad- 
der, ureter, or kidney are not included. In over 80 
per cent of the cases the cause was a stricture of the 
bulbous or bulbomembranous urethra, and in nearly 
every instance the stricture was accompanied by a 
periurethral abscess. 

An important factor in the prognosis of the 
condition is the physical state of the urine at the 
time of the extravasation. Septic urine is very 
destructive to the tissues, causing rapid inflamma- 
tory oedema and necrosis soon followed by sloughing. 

The symptoms of extravasation of urine depend 
upon the location of the rupture, the duration of the 
decomposition of urine in the subcutaneous planes 
of fat and fascia, and the virulence of the invading 
organisms. The prognosis is always grave and 
depends to a great extent upon the duration of the 
extravasation. The best results are obtained when 
treatment is given early. The treatment is surgical. 
Lejars says, “Waste no time in making superficial 
inadequate incisions in the most ocdematous areas; 
go to the perineum at once.” 
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The author draws the following conclusions. 

1. Extravasation of urine is an emergency con- 
dition demanding immediate surgical treatment. 

2. In the majority of cases the cause is a stricture 
of the urethra, and as a rule this is accompanied by a 
periurethral abscess. 

3. In extravasation of urine without obstruction 
to the urinary outflow the anaérobic organisms play 
a very important réle. 

4. The relationship between the point of rupture 
of the urethra and the fascial planes of the perineum 
determines the course of the extravasated urine. 

5. The most common site of rupture is the bulbous 
urethra, and the next most common site the mem- 
branous urethra. Rupture of the prostatic urethra 
is rare. 

7. The best results are obtained by radically 
opening the focus of infiltration by wide incisions 
and rectifying the stricture. Both of these procedures 
should be done at the same time. 

8. Extravasation of urine must be differentiated 
from streptococcal gangrene of the scrotum and 
penis and from idiopathic gangrene of the scrotum. 

9. The operation for extravasation of urine may 
be done under spinal anesthesia. 

10. The prognosis depends upon the stage of the 
condition in which operation is performed. 

Joun P. O'NeEtIL, M.D. 


Kelsted, K., and Schigdt, E.: The Treatment of In- 
fection of the Urinary Tract. Acta med. Scand., 
1928, Ixix, 268. 

The authors review the forms and results of acido- 
sis therapy recorded in the literature and report the 
results of the use of calcium or ammonium chloride 
with hexamethylentetramin or salol in seventy 
cases of acidosis. A cure was obtained in twelve. 
The reasons for the failure of the treatment in the 
other cases are discussed. 


Rosenstein, P.: Primary Suture in Urological 
Operations. Also a Contribution on Cystopexy 
(Ueber primacre Naht bei urologischen Operationen. 
Zugleich ein Beitrag zur Cystopexie). Zlschr. f. urol. 
Chir., 1928, xxv, 248. 

Rosenstein does not agree with surgeons who view 
primary suture of the skin wound after opening of 
the hollow viscera of the urinary tract with skep- 
ticism and prefer to place a drain, even if for only a 
short time, through the covering layers of the other- 
wise closed wound at the site of the suture in the 
viscus. He favors primary suture of the wound pro- 
vided it is not contra-indicated by infection, 
bleeding, a persisting wound cavity with stasis of 
secretion, or obstruction to the normal escape of 
urine. 

The pelvis of the kidney has a pronounced ten- 
dency to close after pyelotomy, even when it is only 
lightly sutured, especially when the opening is on 
the anterior surface and the urine can therefore 
escape in a posterior trough directly into the ureter. 
If it is desired to avoid drainage, the suture of the 
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pyelotomy wound should be carried out with par- 
ticular care to prevent the escape of urine into the 
tissues. After completion of the suture, the author 
usually pours a 1:500 solution of rivanol into the 
wound to destroy any bacteria that may have pene- 
trated into the tissues from the renal pelvis. 

Under the conditions mentioned, the author pre- 
fers primary suture also after ureterotomy provided 
the stone was located high enough for the field of 
operation to be visible, if the ureter can be closed 
without tension, and if the suture can be covered 
by a flap of fat. 

Rosenstein is decidedly in favor of primary suture 
after suprapubic section, even when the urine has 
been ‘‘quite catarrhal.” As the adjacent tissues 
must be protected against the escape of urine, he 
usually fastens the bladder somewhat below the in- 
tended incision to the symphysis or the rectus 
muscle with three catgut sutures in such a way that, 
by this procedure, which he calls ‘‘cystopexy,” the 
space of Retzius is protected against infection. 


He does primary suturing also in nephrectomy 
without regard to the stump of the ureter if the 
wound is not soiled, and as a routine procedure in 
nephropexy. 

Closure of the abdominal wound best assures the 
firmness of the suture of the hollow viscus. As proof 
of this fact the author discusses suture of the blad- 
der. Drainage over the closed bladder is usually 
removed after several days when, as the result of 
absorption of the catgut, the danger of insufficiency 
of the sutures is greatest. At the same time the 
retention catheter is usually removed so that the 
suture line in the bladder is placed under greater 
strain. As a result, a fistula frequently develops. 
The author therefore avoids all drainage after supra- 
pubic cystotomy and on the first and second days 
after the operation irrigates the bladder with small 
amounts of fluid. 

In conclusion, Rosenstein reports a number of 
case histories in support of his views. 

JANSSEN (Z). 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Watt, J. C.: The Development of Bone: (A) The 
Process of Development in Bones of Different 
Types; (B) Normal Physiological Calcification 
of the Matrix in Cartilage and in Bone; (C) The 
Problem of the Manner of Deposition of the 
Calcium Salts. Arch. Surg., 1928, xvii, 1017. 

The deposition of calcium in the normal develop- 
ment of bone is .a function of living cells. It is in 
contrast to the process following pathological lesions 
in which the deposits are the result of the physical 
precipitation of calcium in the dead or injured 
tissues. 

The first sign of ossification in normal embryo 
cartilage is enlargement of the cartilage cells at the 
ends of long bones and their arrangement into 
columns. The next stage is the formation of groups 
of cells between which there is formed a substantial 
branching trabecular network which later becomes 
the most heavily calcified area. The matrix between 
the cells first stains more deeply, and then the 
beginning of calcification can be seen in the form of 
small granules which appear around the periphery of 
the lacunz of the cartilage cells and gradually in- 
crease until the matrix becomes a solid mass. 

Calcification of the epiphyses begins in the center. 
The process is the same as that found in the short 
irregular bones. There is first an increase in vascu- 
larization and in the amount of matrix between the 
cells. The cells then group themselves into clusters, 
and around the periphery of each cell small granules 
are deposited. The deposit takes place first around 
the cells nearest the blood vessels. The blood vessels 
do not penetrate the central part of the cartilage 
until it begins to calcify. They enter the calcified 
mass by erosion, and the true ossification proceeds 
along the vessels. Flat bones, such as those of the 
skull, may calcify without the presence of blood 
vessels in the cartilage; in other respects they 
develop in the same way as other parts of the 
skeleton. 

Membrane bones are produced by layers of cells 
on the surface of the fibrous sheets which serve as a 
framework. ‘The calcification proceeds from the 
surface to the center of the sheet. The bone-forming 
cells exude the calcium salts into the matrix, where 
they precipitate, giving the bone its hardness. 

In all cases of calcification of cartilage observed by 
the author it was noted that calcium appeared first 
in the form of granules; the granules were embedded 
in the matrix immediately outside the cell capsule; 
the calcium salts appeared before blood vessels were 
present in the calcified area; and the calcium salts 
did not appear until the cartilage cells had become 
enlarged and grouped. 


Wells has shown that 85 per cent of the calcium in 
bone is in the form of phosphate and 15 per cent in 
the form of carbonate. Bergeim’s experiments 
showed that in rachitic rats calcium and phosphorus 
are both lost in the faeces, whereas in normal rats 
these elements are absorbed. Other experiments 
have shown that all tissues which utilize phosphates 
possess a ferment called “phosphatase” which will 
produce inorganic phosphates from organic phos- 
phoric esters. Eden found large amounts of calcium 
in the callus of healing fractures before any callus 
was visible in the roentgenogram; it was evident in a 
form bound to protein. Injections of calcium salts 
into the site of a fracture have been known to hasten 
healing. 

The formation of clam shells and egg shells is an- 
other evidence of the secretive power of the living 
cell in the production of calcification. The shell of 
birds’ eggs is composed almost entirely of calcium 
and is secreted by the shell gland, a modified part of 
the genital tract. This secretion is an undeniable 
cellular activity causing calcification. In experi- 
ments on young mice in which he injected a blue dye 
and subsequently examined the developing teeth, 
Blotevogel found the dye not only in the cells before 
the dentine and enamel were formed but also in 
the calcified tooth. The influence of some of the 
ductless glands on bone formation, notably in 
acromegaly and cretinism, is further evidence that 
bone growth or caicification is an activity of the 
living cell rather than a physical precipitation. 

Calcium is secreted to form hard structures by six 
types of cells—three epithelial cells and three con- 
nective tissue cells. The epithelial cells are: (1) the 
ameloblast, which builds the enamel of the teeth, 
(2) the epithelium of the mantle of the clam, and (3) 
the epithelium of the bird’s shell gland. The con- 
nective tissue cells are: (1) the odontoblast, which 
builds dentine in the teeth, (2) the cartilage cell, and 
(3) the osteoblast and bone corpuscle. 

WiuiaM A. CrarKk, M.D. 


Axhausen, G.: Anzmic Infarcts in the Osseous 
System and Their Significance with Regard to 
the Theory of Primary Epiphyseal Necroses 
(Ueber anaemische Infarkte am Knochensystem und 
ihre Bedeutung fuer die Lehre von den primaeren 
Epiphyseonekrosen). Arch. f. klin. Chir., 1928, cli, 
72. 

Axhausen attempts to explain a series of hereto- 
fore unexplained joint diseases by the development 
of primary epiphyseal necroses. The anatomico- 
genetic explanation of such primary necroses of the 
epiphyses has recently been supported also by the 
observations of others. Their etiological significance, 
however, is still disputed. Axhausen’s theory that 
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the epiphyseal necroses represent anwmic infarcts is 
generally rejected. 

As evidence in support of his theory, Axhausen 
presents in detail the autopsy findings in a case in 
which fresh anawmic infarcts were discovered at 
various sites in the skeleton (epiphyses and meta- 
physes) of a man of forty-six years who died of 
cirrhosis of the liver. 

The macroscopic and microscopic findings in the 
pathological bone foci are shown in illustrations and 
described in detail. The fresh, sharply circumscribed 
necroses of the bone and marrow were subchondral 
and at the epiphyses were more or less wedge shaped. 
Histologically the bone within the foci was dead. At 
the border toward the living bone the dead marrow 
was a homogeneous mass. This explained the light 
bordering strips in the macroscopic picture and the 
delicate thickening in the microscopic picture. In 
the area of thickening an extravasation of red blood 
cells was noted, but no leucocytes were seen. The 
blood vessels in the area of the foci were filled to the 
point of bursting. Upon this hyperwmia, and per- 
haps also upon the diffused blood pigments, depended 
the macroscopically noticeable red areola which 
completely surrounded the dead areas. At the 
periphery of the dead areas, signs of reparative 
activity were visible—connective tissue substitution 
of the dead marrow and beginning bony metabolism. 
The bacteriological examination of the bone foci 
showed a short non-hemolytic streptococcus. 

From the multiplicity and the localization of the 
foci in areas in which embolic infected necroses occur 
most frequently and from the wedge shape of the 
foci, the author concluded that the etiological factor 
was an embolic or embolic-thrombotic occlusion of 
the arteries, but in the sections no evidence of 
occlusion of the vessels was demonstrable. As the 
infectious element remained ineffective (there was 
nothing in the histological picture to show growth of 
the bacteria), the foci in the bone are to be charac- 
terized as typical anemic infarcts. 

The author reports also the case of a man forty- 
one years of age with osteochondritis dissecans of the 
knee in the diseased portion of the subchondrally 
situated epiphyseal area which otherwise consisted 
of living bone evidently formed by metabolic 
activity and transformed into mucoid connective 
tissue mass. 

In addition he reports three cases of “dry” 
osteomyelitis which healed spontaneously. The 
infectious excitants either did not enter the focus at 
all or their growth was stopped or markedly in- 
hibited by the immune substances of the body. 

Numerous comparisons with the findings of other 
investigators and arguments in support of Axhausen’s 
theory are given which cannot be included in an 
abstract. Besides the facts proving the occurrence 
of anemic infarcts in epiphyseal and metaphyseal 
bones, views are given regarding the development of 
other diseases of the bones which are believed to be 
related to anemic infarcts and their sequelz. 

Bock (Z). 


Beckman, T., and Ivarsson, G.: So-Called Chon- 
dromatosis of Joint Capsules (Ueber sogenannte 
Chondromatose der Gelenkkapsel). Acta chirurg. 
Scand., 1928, |xiii, 551. 

The authors report a case of chondromata in the 
capsules of both knee joints in a woman fifty years 
of age. In one knee they resected the suprapatella 
bursa, in which most of the chondromata had de- 
veloped, and full function was restored to the joint. 

Pathological study of the case showed that the 
chondromata were exactly like the chondromata of 
joint capsules first described by Reichel, but did not 
support the hypothesis that they are true tumors. 

The chondromatosis is to be differentiated from 
arthritis deformans by the well-marked tendency in 
the former condition of the synovial membrane to 
form cartilage and bone and by the clinical picture. 


Phemister, D. B.: The Pathology and Treatment 
of Pyogenic Arthritis. Pennsylvania M. J., 1928, 
XXxil, 52. 

Phemister states that the most important organ- 
isms found in pyogenic arthritis are the staphylococ- 
cus, hemolytic streptococcus, and gonococcus. He 
points out that there is very little difference in the 
bacteriological findings in the atrophic, and hyper- 
trophic forms of arthritis. In both, the organism 
most constantly present is the streptococcus viridans. 

The pathological changes in acute pyogenic ar- 
thritis vary according to the virulence of the causa- 
tive organism and its mode of entrance into the 
joint. The exudate may be serous, seropurulent, 
or purulent. Acute serous arthritis is usually due 
to a blood-stream infection. In this condition the 
changes primarily affect the soft parts, but occasion- 
ally there is erosion of the articular cartilage with 
resulting ankylosis. As a rule this type of arthritis 
subsides spontaneously under treatment by rest in 
bed, immobilization, and traction. All foci of infec- 
tion should be eradicated. Frequently the marked 
joint effusion calls for aspiration. 

The seropurulent type of arthritis may be of 
hematogenous origin, but as it is often a direct ex- 
tension from osteomyelitis, the synovia is consider- 
ably damaged and subsequent impairment of the 
joint function may result. This type is frequently 
a forerunner of the purulent form. The treatment 
indicated is similar to that of the serous arthritis, 
but if the fluid continues to be found cloudy on as- 
piration, drainage of the joint should not be delayed. 

The purulent type of arthritis produces changes in 
the entire joint. There may be erosion of only one 
side of the joint, but usually both surfaces are in- 
volved. The presence of a dense area of bone show- 
ing a greater density than that of the rest of the 
bone bordering on the joint and possessing an articu- 
lar cortex which is intact is almost pathognomonic 
evidence of a joint sequestrum. Occasionally, though 
rarely, there is a primary pyogenic infection of the 
epiphysis. 

The articular changes seen in acute pyogenic ar- 
thritis and tuberculous arthritis are strikingly differ- 
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ent. In the former, the weight-bearing portion of 
the joint becomes involved early, whereas in the 
tuberculous process the granulation tissue is kept 
out of the weight-bearing portion of the joint by the 
contact and pressure of the opposing surfaces. 
Complete restoration is rare as fibrous ankylosis 
often occurs or, if the articular cartilages are com- 
pletely destroyed, bony ankylosis results. The au- 
thor states that the Willems treatment is hardly 
practical for civil life. For the purulent form of ar- 
thritis he advises early drainage, rest, and weight 
extension. He emphasizes that for drainage and 
preservation of the anatomy of the part, the incision 
should be placed in the most dependent position. 
The treatment of the sequela should consist in 
the prevention of joint contractures and active use 
of the parts after subsidence of the inflammatory 
process. Baking, massage, diathermy, and passive 
motion are rarely of much benefit, and forcible 
manipulation under anesthesia may activate a qui- 
escent infection. Osteotomy and arthroplasty are 
extremely valuable procedures, but should not be 
attempted until months or years after the inflamma- 
tory process has subsided. Paut C. Cotonna, M.D. 


Payr, E.: Chronic Infectious Arthritis and Its 
Surgical Treatment; Injection Procedures, 
Synovectomy, Etc. (Ueber die chronische Infekt- 
Arthritis und ihre chirurgische Behandlung; Eins- 
pritzungsverfahren, Synovektomie, usw.). Zéschr. f. 
klin. Med., 1928, cviii, 4. 

-ayr applies the term “infectious arthritis” to all 
bacterial toxic conditions of joints with the exception 
of infectious granulation tumors, and to the end- 
results of acute inflammations. An exact differentia- 
tion of these conditions is difficult. They are related 
to chronic articular rheumatism (polyarthritis) and 
possibly also to the periarthritis destruens of Umber 
which is considered to be an endocrine condition. 
Combinations of arthroses with infectious arthritis 
are possible. In all advanced cases a secondary 
arthritis deformans develops from the infectious 
arthritis. Because of these facts the etiology is 
difficult to determine. 

Infectious arthritis may be monarticular or 
polyarticular. It is of two types, a hypertrophic 
(moist) type and an adhesive contracting (dry) type. 
In the former, two varieties may be differentiated, 
one with a considerable, often recurring exudate, and 
the other with less exudate but with marked 
thickening of the synovial membrane. The changes 
affect chiefly the synovial membrane and the sub- 
synovial connective tissue. ‘The active stage is 
characterized first by haemorrhages, nests of bacteria, 
and infiltrations, and later by the formation of 
necrotic and granulation areas in a pronounced focal 
form. The cartilage and bony joint bodies remain 
fairly intact for a long time, but may fuse in ankylo- 
sis secondarily. In the dry type of infectious 
arthritis, the characteristic changes leading to 
secondary arthritis deformans are a narrowing of 
the capsular space due to cicatricial contraction, 


welding of the gliding surfaces by a pannus develop- 
ing between the cartilaginous erosions, and the 
formation of intra-articular adhesions and _peri- 
articular indurations. Contractures rarely fail to 
occur in either form of the condition. The knee and 
hip are affected most often and then, with rapidly 
decreasing frequency, the elbow, shoulder, and 
tibiotarsal joint. Frequently the involvement is 
bilateral. 

To establish the diagnosis, histological, bacterio- 
logical, and serological examinations are essential. 
When tuberculosis is suspected, animal inoculation 
is necessary. In all doubtful cases in which no fluid 
is obtainable on puncture, particularly those of the 
adhesive contracting type, biopsy excision of the 
synovial membrane should be done. 

The temperature of the skin is somewhat increased 
over the joint. In most cases with a tendency toward 
ankylosis the blood picture shows a considerable 
lymphocytosis. Stimulation therapy and diagnostic 
procedures such as squeezing out of the tonsils, 
probing of dental fistula, gynecological examina- 
tions, and massage of the prostate are followed by a 
local reaction. 

The roentgenogram shows spotty atrophy, cyst 
formation, thickening, peripheral proliferations, 
ossification of the capsule and ligaments, calcareous 
foci, and intensification of the shadows of the capsule 
due to the deposit of iron pigment. Inflation of the 
joint with oxygen may reveal evidence of changes in 
the capsular space. 

The surgical treatment includes minor and major 
interventions. Among the former are: 

1. Extirpation of the primary focus of infection. 
After this has been done the author waits for a 
period of from six to eight weeks before beginning 
energetic local treatment of the joint. 

2. Pain-relieving treatment of the joint capsule 
and cavity, such as aspiration, anwsthetization, and 
filling of the joint cavity with an antiseptic (phenol- 
camphor). 

3. The production of an artificial hydrops in the 
dry form of the condition, and measures for redis- 
tention of the contracted capsular tube. 

4. The combating of rigidity (hypertonia) of the 
muscles by hyperemia, massage, and anesthesia. 

5. Gradual and careful elimination of the con- 
tractures by the use of apparatus, extension, etc. 

6. Hydrotherapy, care of the muscles, and 
mechanotherapy. 

7. The use of splinting apparatus. 

8. Active movement in sports, etc. 

The major surgical interventions include: (1) 
synovectomy, and possibly the formation of a capsu- 
lar window, (2) joint plastics, (3) osteotomy, (4) 
arthrodesis, and (5) the removal of small, very 
severely injured portions of the extremity. The 
chief requisite of the entire plan of treatment is 
relief of pain. 

In discussing the indications for the various types 
of treatment, Payr states that in the very large 
number of cases of infectious arthritis seen by him 
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in the last seven years he operated upon only nine- 
teen joints. He emphasizes that if the patient is not 
very anxious for the return of function or has become 
so accustomed to narcotics that the desire for them 
has suppressed his desire to codperate actively; if the 
musculature shows very marked atrophy; if the 
function of the internal viscera has been severely 
affected by the chronic sepsis; or if the prerequisites 
for sufficiently long-continued after-treatment can- 
not be met, even surgical treatment of the joints is 
not apt to be successful. 

In conclusion, Payr discusses certain technical 
details of treatment such as the induction of 
anwsthesia of the joint capsule and cavity, anti- 
sepsis, the replacement of the synovia, the softening of 
cicatricial tissue, and the technique of synovectomy. 

Brock (Z). 


Rixford, E.: Lesions Produced by Forced Abduction 
of the Shoulder. Surg. Clin. N. Am., 1928, viii, 
1299. 

When the limit of motion of a di-arthrodial joint 
is reached in any direction, the ligamentous appara- 
tus of the convex side becomes taut and resists 
further motion in that direction. If the force applied 
is severe enough, something must give way. 

Most abduction injuries of the shoulder are due 
to a fall with the hand and arm thrown forward for 
protection and the arm in pronation. The greater 
tuberosity strikes the upper border of the glenoid. 
As a result of this stress, the capsular ligament 
frequently gives way at its lower portion where the 
tension is greatest. If the tear is slight, it is classified 
as a sprain. If it is more severe, it will result in 
dislocation of the head of the humerus. 

If the capsule does not give way, the tension may 
cause either a fracture of the surgical neck of the 
humerus or a fracture of the neck of the scapula. 

In young persons, a compression fracture may 
consist in separation at the epiphyseal line of the 
head of the humerus. Compression may cause also a 
shearing off and downward displacement of the 
greater tuberosity, a crushing fracture of the upper 
part of the glenoid, or a buckling fracture at the 
surgical neck of the humerus. 

Rosert V. Funston, M.D. 


LeFort, R., and Ingelrans, P.: Mild Osteomyelitis 
of the Vertebrz (Ostéomyélites vertébrales a 
forme atténuée). Bull. et mém. Soc. nat. de chir., 
1928, liv, 1445. 

The authors report two cases of osteomyelitis of 
the spine. The first was that of a six-year-old girl 
who, during the course of a septicamia, developed 
multiple foci of bone infection, one of which ulti- 
mately produced a psoas abscess. The lesion 


causing the psoas abscess was an abscess in the first 
lumbar vertebra which had been painless. Although 
the X-ray showed almost complete destruction of the 
body of this vertebra, the spine was normally flexible. 
Aspiration withdrew a greenish pus which yielded a 
pure culture of staphylococcus aureus. 


The second case was that of a sixteen-year-old 
girl with a gibbus and a fistulous tract on the left 
side of the spine which had been ascribed to Pott’s 
disease. At operation, a sequestrum equal to two- 
thirds of the body of a vertebra was removed. 
Recovery resulted rapidly. No bacteriological 
examination was made. KeELLocc SpEED, M.D. 


Jensen, J. P.: Spondylitis Produced by the Abortion 
Bacillus of Bang (Spondylitis durch Bangschen 
Abortbacillus verursacht). Hosp. Tid., 1928, xxi, 
637. 


A farmhand seventeen years of age was seized 
with pains in the back and developed an abscess in 
Scarpa’s triangle. There was a slight scoliosis but no 
gibbus formation. The roentgenogram showed the 
third and fourth lumbar vertebra to be broken down, 
flattened out, and connected by considerable new 
bone formation. The third lumbar vertebra had 
undergone greater destruction than the fourth; it 
was wedge-shaped and somewhat twisted. 

These findings suggested typhoid spondylitis, but 
all of the tests for typhoid, especially the Widal test, 
were negative. About a year before the development 
of the spondylitis the patient had been treated in 
another hospital for one and a half months for fever, 
diarrhoea, and stupor. At that time also typhoid was 
suspected, but the bacteriological examination was 
negative. 

The abscess in Scarpa’s triangle healed after 
three punctures. Its contents were sterile. After 
the patient had been in the hospital for ten months 
the roentgenogram of the spinal column showed dis- 
tinct signs of healing and there were no longer any 
symptoms. 

As the abortus bacillus of Bang was being in- 
vestigated at that time, tests for that organism were 
also made. Agglutination and complement-fixation 
were positive. In the author’s opinion, it was 
established with considerable certainty that the 
infection was due to the Bang organism. ‘The 
patient had worked on a farm, had taken part in the 
herding of cattle, and had often drunk of uncooked 
milk. While engaged in this farm work he was 
attacked by a febrile disease with a course and 
temperature which, although not absolutely charac- 
teristic, nevertheless suggested an infection with the 
Bang bacillus. A distinct reaction to this bacillus was 
present even after two years. 

Previously reported complications of this infec- 
tion, which is related to Malta fever, include 
orchitis, membranous colitis, and endocarditis. 
There is no record of associated involvement of bone, 
but Roger described a case of spondylitis in Malta 
fever which was very similar to the case reported in 
this article. Port (Z). 


Cole, P. F.: X-Ray Examination of the Lumbo- 


sacral Region with Reference to Low Back 
Pain. J. Missouri State M. Ass., 1928, xxv, 5061. 


Modern roentgen-ray examination has revealed 
a new group of conditions which may be responsible 
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for low back pain, viz., abnormalities of develop- 
ment. While these abnormalities in themselves 
cause no symptoms, they render the region in which 
they occur potentially weak and particularly sus- 
ceptible to strain or trauma. The abnormalities 
described by the author include spina bifida, abnor- 
malities of the bodies and transverse processes of the 
vertebra, non-union, sacralization, and calcification 
of the iliolumbar ligaments. 

Cole discusses also the relation to low back pain 
of fractures in the region of the lower part of the 
back, Kuemmell’s disease, spondylolisthesis, sacro- 
iliac strain, arthritis, syphilis, tuberculosis, and 
malignancy. Apo.pu Hartune, M.D. 


Harris, W.: Sacro-Iliac Pain. Lancet, 1928, ccxv, 
1230. 


In the male, locking of the sacro-iliac joint is 
sufficient to prevent all but the slightest movement, 
but in the female the bony surfaces of the pelvis are 
smoother, the muscles are weaker, and the joint is 
capable of a greater range of movement. Therefore 
the female is more liable to sacro-iliac strains and 
subluxations than the male. 

Strains of the sacro-iliac joint are of three types: 
(1) the sudden or acute, (2) the subacute, and (3) 
the chronic. The sudden form results from a violent 
blow such as may be sustained in a motor accident 
or a fall. The acute form is most often produced by 
a heavy lifting strain in the stooping position. A 
sensation as if something were snapping is followed 
by difficulty in holding the body erect and the occur- 
rence of a sharp pain in the lower lumbar region. The 
pain may cease after a rest, but recurs and becomes 
more severe the following day. At first it is localized 
in the joint, but later it spreads throughout the 
lumbar region, the buttock, and the leg. 

All of the nerves in the region of the sacro-iliac 
articulation supply the joint with branches. The 
nerve supply of the joint is derived from the lumbo- 
sacral cord, the first and second sacral nerves, the 
obturator, and the superior gluteal nerves. 

Sacro-iliac pain must be differentiated from sci- 
atica and the pain of spinal cord disease, arthritis of 
the hip, and sacral fibrositis. In the diagnosis it is 
necessary to rule out also diabetes, tuberculosis, 
new growths of the rectum, lumbar cord, or cauda 
equina, and sacralization or hemisacralization of the 
fifth lumbar vertebra. 

_In subacute and chronic sciatica a characteristic 
sign is loss of the Achilles jerk, indicating that the 
neuritic process has passed inward from the nerve 
sheath and is involving the nerve bundles. This 
sign usually appears before the patient complains 
of coldness, numbness, or blueness of the foot. The 
posture in sciatica may suggest sacro-iliac sprain or 
subluxation. Chronic sciatica may be the result of 
a fall on the buttock with contusion of the nerve. 
In such cases, massive injections of salt solution into 
the nerve are of great benefit. 

Tuberculosis may attack the sacro-iliac joint with 
the formation of a cold abscess. 


In osteo-arthritis of the hip joint there is usually 
limitation of rotation and abduction of the hip with 
pain on movement, the pelvis tending to move as a 
whole with the thigh movement. The roentgeno- 
gram will show mushrooming of the head of the 
femur, loss of the articular cartilage, and disappear- 
ance of the articular space with lipping from osteo- 
phytes at the edges of the acetabulum. In many 
cases, sciatica is a complication. 

Norman C. Buttock, M.D. 


Yeoman, W.: The Relation of Arthritis of the 
Sacro-Iliac Joint to Sciatica. Lancel, 1928, ccxv, 
I1IQ. 


The author reviews 100 cases of sciatica admitted 
to the Royal Bath Hospital, Harrogate, England. 
In 36 per cent, arthritis of the sacro-iliac joints was 
found. 

Yeoman states that sciatica seems to be the result 
of joint distention with pressure on the lumbosacral 
cord and spasm of the pyriformis muscle. Strains of 
the sacro-iliac joint may be a predisposing factor, 
but in England are not a common single cause of the 
condition. 

The treatment of sciatica should be along the 
lines of that indicated in arthritis and periarthritis 
of other joints. In the past few years, alcohol in- 
jections and forcible stretching of the nerve under 
anesthesia have been completely abandoned in favor 
of hydrotherapy and other conservative measures. 

Rosert V. Funston, M.D. 


Wilhelm, R.: New Contributions on the Etiology 
of Malformations of the Neck and Head of the 
Femur (Neue Beitraege zur Aetiologie der Schen- 
kelhals- und Schenkelkopfverbildungen). Arch. f. 
orthop. u. Unfall-Chir., 1928, xxvi, 537. 

After a review of the literature the author reports 
five cases of malformation of the neck and head of 
the femur. 

The first case, that of a fifteen-year-old girl 
with coxa vara, was of particular importance be- 
cause of the minute histological examination by 
Schmidt. 

In the author’s opinion, it is certain that con- 
genital coxa vara cannot be ascribed to a single 
cause since, on the one hand, the theory that the 
condition represents the first degree of a defect of 
the femur is well supported by the roentgen findings 
and, on the other hand, the histological observations 
made in his first case support Bosse’s theory that 
the cause is a chondrodystrophy. Mueller’s theory 
that the condition is similar to congenital pseu- 
darthrosis of the leg has no support, and the theory 
that intra-uterine pressure is a cause has been 
generally rejected. 

The author’s second case was that of a twelve- 
year-old girl with an endocrine disturbance (a mild 
form of myxcedema) and congenital coxa vara. The 
basal metabolism was 30 per cent below normal, but 
could be brought promptly to the normal level by 
the administration of thyroid. 
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In the third case, a case of bilateral coxa vara in 
an adult, the histological picture was that of sub- 
chondral fracture with callus formation and foci 
resembling osteitis fibrosa. As a whole, the picture 
suggested Perthes’ disease. 

In the fourth and fifth cases the condition re- 
sembled osteitis fibrosa. 

In the first four cases the malformation was un- 
doubtedly of hereditary origin as malformations of 
bones were found also in other members of the 
patient’s family. HACKENBROCH (Z). 


Wade, R. B.: The So-Called Congenital Pseu- 
darthrosis of the Tibia. J.College Surg. Australasia, 
I, 181. 

Inglis, K.: The Pathology of Congenital Pseu- 
darthrosis of the Tibia. J.College Surg. Australasia, 
I, 194. 

WapeE states that the so-called pseudarthrosis of 
the tibia of congenital origin is not merely a fracture 
that has failed to unite, but the result of a definite 
pathological condition of the bone, evident in the 
roentgenogram, which weakened the tibia, led to its 
fracture, and prevented union of the fracture. As a 
rule the disease affects the tibia only and at only 
one site, the lower middle fourth of the bone, but in 
some instances it involves both the tibia and the 
fibula. 

Before fracture, the condition is usually found in 
the newborn since the fracture occurs early. The 
leg curves forward in its lower half. X-ray examina- 
tion reveals at the site of the curve at the anterior 
edge of the tibia an area of rarefied bone beginning 
at the periosteum, extending either ‘partly or com- 
pletely through the depth of the tibia, and varying 
in length from 2.5 to 3.7 cm. The X-ray appearance 
is similar to that of osteitis fibrosa cystica. The 
fibula becomes thickened and curved, probably be- 
cause of shortening of the tibia. 

Fracture of the tibia may occur without fracture 
of the fibula, but because of the inability of the fibula 
to support the weight of the body, a fracture of the 
fibula occurs sooner or later. 

Union following fracture is slow and incomplete. 
No callus is thrown out, and the union is soft, allow- 
ing bending for a considerable time. The roentgeno- 
gram reveals fibrous union with persistent porosis 
at the site of the fracture. 

In cases of frank pseudarthrosis the bone is 
atrophied. The atrophy is especially marked in the 
lower fragment. In pseudarthrosis that has existed 
for some time the condition of the tibia and fibula is 
identical. 

While the roentgen appearance suggests osteitis 
fibrosa, the fracture occurring in the latter condition 
tends to unite and union is of a normal character. 
The union occurring in congenital pseudarthrosis of 
the tibia simulates that occurring in osteogenesis 
imperfecta, but in osteogenesis imperfecta solid 
union is not so long delayed. 

The author suggests that in congenital pseudar- 
throsis of the tibia we have a condition of disordered 


osteogenetic function at the juncture of the lower 
and middle thirds of the tibia and perhaps also in the 
fibula, which is responsible for the original patho- 
logical changes, the union that yields and bends, and 
the non-union. 

The treatment generally adopted in the author’s 
cases is the use of a sliding bone graft from the same 
side. Retention of position has been attempted by 
the application of plaster of Paris for a short time 
followed by the application of a double-trough tin 
splint. At a later stage, when walking is possible, a 
moulded sole-leather boot extending to the knee is 
ordered. 

The chief points in the article are summarized as 
follows: 

1. There exists as a definite entity a condition in 
the lower fourth of the tibia in which at birth may be 
found an area in the bone with a roentgenographic 
appearance similar to that found in osteitis fibrosa 
cystica—areas of porosis crossed by a few bone 
trabecule. 

2. This condition causes a swelling of the bone 
and usually forward bowing. 

3. A fracture may be present at birth or occur 
subsequently. 

4. The fracture may be followed by: (a) a pseudar- 
throsis with no tendency toward bone regeneration, 
or (b) union which occurs, not by means of callus, 
but rather by permeation of the affected area by new 
bone and is soft and yielding for some years before 
consolidation becomes firm and the bone is able to 
bear weight. 

5. Whether a pseudarthrosis supervenes or union 
occurs, there is always pronounced shortening of the 
leg and foot. 

6. The outcome is usually not good. Bone graft- 
ing gives the best results. 

7. It appears that there is a deficiency in the 
power of osteogenesis at this part of the tibia, the 
cause of which is obscure. 

INGLIs reports his findings in a study of specimens 
from three cases of congenital pseudarthrosis of the 
tibia. The essential part of the lesion in resected por- 
tions of the diaphysis seemed to be the centrally 
situated connective tissue which was partly fibrous 
and partly fibroblastic. Certain changes, partly of a 
necrotic nature, which were present in the bone 
encircling the centrally situated connective tissue 
were of only incidental interest. The appearance of 
the resected portion of bone in each of these cases 
suggested that there had been a fracture which had 
united. The greater difficulty experienced in sawing 
through the specimen at the line of fracture than 
immediately above or below that line indicated that 
the capacity to form bone had persisted in this area. 
In one case there was a congenital malformation of 
the fourth metatarsal bone and the phalanges of the 
fourth toe. In the one case in which a bacteriologi- 
cal examination was made the cultures proved 
sterile. 

In one case the macroscopical and microscopical 
appearances of the central connective tissue were 
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such as might be found in a simple connective tissue 
new growth. 

It is suggested that complete absence of the tibia, 
absence of the lower part of the tibia, congenital 
fracture of the tibia with shortening of the bone, 
pseudarthrosis of the tibia without shortening of the 
bone, and simple bends of the tibia may be due to 
malformation and represent different grades of the 
one pathological condition. There is a certain 
amount of evidence which suggests that in so-called 
pseudarthrosis of the tibia the disturbing influence 
is transmitted by the germ plasm. 

Norman C., Buttock, M.D. 


Hughes, W. K.: Hallux Valgus. J. College Surg. 


Australasia, 1928, i, 214. 


Operations for hallux valgus are all based upon 
the fact that the deformity is inherent in the bone 
and inflammatory conditions arising therefrom. 
While the inflammation of the bursa and the perios- 
titic exostoses in the vicinity cause pain and dis- 
comfort, the head of the metatarsal bone is never 
enlarged and its articular cartilage is seldom involved 
to any appreciable extent. 

As the obstacle to restoration is the contraction of 
the skin and soft tissues between the first and second 
digits and of the lateral metatarsophalangeal liga- 
ment of the first digit, the author divides these struc- 
tures completely. A skin graft may be necessary if 
the valgus is marked. The big toe is then bandaged 
in an over-corrected position and the patient allowed 
to walk as soon as the graft is adherent. All ex- 
ostoses are chiselled off and misplaced sesamoid 
bones are removed before the flaps are sutured. 

The author believes that hallux valgus may be 
due to congenital shortening of the lateral meta- 
tarsophalangeal ligament rather than to the wearing 
of poorly shaped shoes. 

Norman C. Buttock, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Dunn, N.: The Surgery of Muscle and Tendon in 
Relation to Infantile Paralysis. Proc. Roy. Soc. 
Med., Lond., 1928, xxii, 243. 

During the acute stage of infantile paralysis, which 
lasts from one to six weeks, the treatment of the 
muscles should consist solely of rest with measures 
to prevent postural deformities. During the period 
of convalescence, massage, electrical stimulation, 
and other treatment should be directed only to the 
affected muscles. The recumbent position should be 
maintained until the spinal column can be kept erect 
by muscular power and as long as there is any weak- 
ness of the gluteal muscles. 

The abduction splint for the shoulder, the caliper 
splint for the knee, and simple splintage to support 
the foot will usually prevent deformity and over- 
Stretching of the weak muscles while moderate 
activity is allowed. These apparatus must be used 
until it is evident that further weakness will not 


follow their removal. They should not be discarded 
suddenly. The indication for reduction of splintage 
is the ability of the patient to hold the limb in the 
position which splintage insures. Splints to prevent 
deformity due to joint instability or overaction of 
stronger muscle groups should be retained unless 
these tendencies can be corrected surgically. 

As a rule the orthopedist does not see the patient 
until long after deformity has been established. 
Surgical attempts at tendon elongation or division 
should then be made only when: (1) correction of 
the deformity will improve function, (2) division or 
elongation of tendons is necessary to correct the 
deformity, or (3) the power of the shortened tendon 
cannot be utilized by tendon transplantation at the 
time of the operation. With regard to tenotomy it is 
well to remember that a shortened tendon is usually 
an active tendon. It is a safe rule never to divide a 
tendon for the correction of deformity alone. 

In the discussion of the treatment of flexion con- 
tracture of the hips emphasis is placed on gradual 
mechanical correction in three stages: (1) correction 
of the lordosis by flexion of both hips while the spine 
and one flexed hip are immobilized in plaster of 
Paris, (2) gradual extension of the other leg in a 
Thomas knee splint, and (3) incorporation of the 
corrected limb in plaster with the spine and similar 
gradual extension of the other leg. Surgery is 
seldom indicated when this deformity is the result of 
infantile paralysis. 

Dunn discusses tendon transplantation from the 
historical, anatomical, and physiological viewpoints. 
Successful results depend upon observance of the 
following rules: 

1. Correction of the deformity must be complete 
previous to the operation. 

2. The transplanted muscle must run in a direct 
line from its origin to its insertion. 

3. The muscle must be of sufficient power to 
meet the strain to be imposed upon it. 

When the muscle is weak, transference of muscle 
power may be of advantage as an adjuvant to other 
procedures such as tenodesis and arthrodesis. Suc- 
cessful results depend also upon whether the trans- 
planted tendon can be trained to perform its new 
function. Re-education of an isolated tendon to act 
apart from its group is more apt to be successful in 
the upper extremity than in the lower extremity. In 
the leg, there are only two muscle groups: (1) the 
anterior tibial, and (2) the posterior tibial, which 
includes the peroneals and the tendon of Achilles. 
No tendon transplanted from the peroneal or 
posterior tibial group will be effective in overcoming 
the loss of active dorsiflexion. 

Dunn discusses the treatment of deformities of 
various types. He states that the only transplanta- 
tion of value for quadriceps insufficiency is trans- 
ference of either the tensor fascia femoris or of the 
sartorius to the patella. In deciding whether to 
choose the former or the latter, Dunn determines 
which is the stronger by observing whether the leg is 
turned out by the sartorius or in by the tensor when 
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an attempt is made to extend the knee. He believes 
that transplantation of the biceps or the inner ham- 
strings may give increased stability to the knee but 
does not increase the power of extension. 

He states that no tendon transplantation will 
compensate for deltoid paralysis. In this condition, 
arthrodesis of the shoulder joint is indicated, pro- 
vided the patient has good control of the scapula and 
a useful functioning hand. 

Tendons may often be used as ligaments to limit 
joint motion. In cases of calcaneus deformity, for 
example, a portion of the Achilles tendon may be 
fixed to the tibia. 

The degree of tension under which the tendons 
should be sutured and whether the attachment 
should be to tendon, periosteum, or bone are still 
matters of argument. The author sutures trans- 
planted tendons under considerable tension, and not 
necessarily to periosteum or bone. 

Cuester C. Guy, M.D. 


Kidner, F. C.: End-Results of Extra-Articular 
Fixation of the Tuberculous Hip in Children. 
J. Am. M, Ass., 1928, xci, 1865. 

Arthrodesis is done in tuberculosis of the hip in 
the belief that stiffness of the joint is the best 
possible result in that disease. The observation of 
English and European surgeons that in many cases 
recovery with motion results can be explained only 
by the assumption that the disease is not so virulent 
in England and Europe as it is in America. 

‘xcision of the head and intra-articular arthrodesis 
have failed because there is not enough healthy bone 
to form a firm union. In the past fifteen years 
several methods of extra-articular fixation have been 
suggested. In general these operations are of two 
types: the insertion of bone grafts from another part 
of the body, and the use of bone from the trochanter 
and ilium. 

The author has operated upon seventeen patients 
by the Hibbs method. This procedure consists in 
transposition and rotation of an osteotomized 
vertical wedge from the trochanter without removal 
of the muscle attachments, so that it has bony con- 
tact with its own stumps, with the roughened 
superior surface of the femoral neck, and with a trap- 
door groove in the side of the ilium. The only contra- 
indication is the presence of fresh open sinuses. 

The postoperative treatment consisted in im- 
mobilization in a plaster spica with the leg in ab- 
duction to hold the graft against the ilium. The 
casts were left on for from three to nine months. 
Weight-bearing was begun usually after about six 
months. 

In twelve of the seventeen cases, firm bony union 
resulted, and in fourteen, a good functional result 
was obtained. In two cases, free pus and wide 
destruction prevented union. In all of the seventeen 
cases the progress of the disease and all symptoms 
have stopped. 

The ages of the patients ranged from four to four- 
teen years and the duration of the disease before 
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operation from eighteen months to eleven years. 
The patients who are the most comfortable are 
those with neither abduction nor adduction and with 
from 20 to 4o degrees of flexion. 

WitiraM A. Crark, M.D. 


FRACTURES AND DISLOCATIONS 


Craig, C.: A Series of Fractures of the Long Bones 
Treated by the Methods of R. Hamilton 
Russell. Med. J. Australia, 1928, ii, 808. 


Craig reviews 114 fractures of long bones treated 
by the method of Russell which is based on the 
belief that if the muscles are placed in an attitude of 
physiological rest their action on the fragments of 
the fractured bone may be disregarded. In Russell’s 
opinion, there is no evidence that a muscle in a state 
of rest acts as an elastic band. 

The author emphasizes the importance of early 
active motion in the treatment of fractures. He 
believes that restoration of the contour of the limb 
is of more importance than exact reposition of the 
broken bone ends. Pau C. Cotonna, M.D. 


Simon, J.: Traumatic Posterior Dislocation of the 
Shoulder (Traumatische Schultergelenksluxation 
nach hinten). Casop. lék. Eesk., 1928, Ixvii, 787. 

In ninety dislocations of the shoulder seen in the 
Bruenn Clinic there was only one posterior dis- 
location. The latter was caused by a fall from a 
bicycle. The patient could not recall whether he 
fell directly on the shoulder or on the outstretched 
hand. In most cases, posterior dislocation of the 
shoulder is the result of a fall on the outstretched 
hand which causes forcible inward rotation of the 
shoulder joint. 

In experiments on the cadaver the author was 
able to produce such a dislocation eight times by 
forcible inward rotation of the raised arm. In four 
instances, infraspinous luxation resulted. In the 
subacromial dislocations the joint capsule on the 
posterior aspect of the joint and the teres minor 
muscle were torn. In the infraspinous luxations the 
capsule was torn anteriorly and posteriorly. 

In the case reported by the author, reduction by 
Kocher’s method was followed by complete recovery. 

KINDL (Z). 


Magnuson, P. B.: Fractures of Metacarpals and 
Phalanges. J. Am. M. Ass., 1928, xci, 1339. 


Magnuson states that deformities following frac- 
tures of metacarpal bones or of the phalanges are due 
to the action of the interossei or the lumbricales. 

In the application of splints to such fractures, the 
contour of the bone must be taken into considera- 
tion. The dorsal surface of the metacarpal bones 
being almost a straight line, Magnuson uses pos- 
terior splints for metacarpal fractures unless they 
are of the oblique type, in which case traction by 
means of a banjo splint is better. He objects to the 
practice of obtaining traction by suturing through 
the finger nail. Paut C. Cotonna, M.D. 














MacAusland, W. R.: The Treatment of Congenital 
Dislocation of the Hip by Open Operation. 
Surg., Gynec. & Obst., 1928, xvii, 697. 

The author states that the open operation which 
affords the opportunity to study the pathological 
changes and involves much less danger than forcible 
manipulative and mechanical procedures may be 
used to advantage more often than is the customary 
practice. Examination of the pathological changes 
often reveals an hour-glass constriction of the cap- 
t sule, marked anteversion of the femoral neck, or an 





acetabulum filled with adherent tissue covered over 

by the inferior capsule. In the presence of such al- 
terations the closed method is futile. 

| Operative interference is indicated in the cases of 


children from four to eight years of age when one or 
two closed manipulations have failed. In the cases 
of older children it is the method of choice, and in 
those of adults it is indicated to correct deformities 
and relieve arthritic symptoms. 

Simple replacement of the head within the socket 
is the ideal method of treatment as it insures a good 
anatomical and functional recovery. It is applicable 
to cases in which the acetabulum is of sufficient 
depth to retain the femoral head and the shape of 
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the head is normal or nearly normal. Marked in- 
ternal rotation persisting after reduction may be 
corrected by osteotomy of the femur. When simple 
replacement is sufficient, the author applies a plaster 
spica from the breast line to the ankles, with the hip 
in abduction and inward rotation and the knee 
flexed. The spica is worn for eight weeks. At the end 
of that time a new one is applied with the hip in ab- 
duction of from 15 to 20 degrees and in marked in- 
ward rotation with the knee extended. A plaster 
spica is used to maintain the hip in position for from 
six to ten weeks, depending upon the stability and 
the mechanical problem involved. When the plaster 
spica is removed, the hip, spine, and calves are mas- 
saged and put through passive movements daily, 
and the patient is taught to walk properly with the 
feet straight ahead to favor the return of muscle 
balance. Swimming is a most beneficial form of 
exercise. 

When the patient’s age or the extent of the patho- 
logical changes render simple replacement impossi- 
ble, reconstruction operations may produce satisfac- 
tory functional and anatomical results. 

Twelve cases of open reduction are reported. 

GeorcE C. Henser, M.D. 








SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Middleton, W. S.: Venous Pressure. Anes. & Anal., 
1928, vii, 360. 

Middleton reviews briefly the development of 
venous pressure studies and discusses the impor- 
tance of such determinations in establishing the con- 
dition of the myocardium. By estimating the venous 
pressure it is possible to determine the circulatory 
load on the right heart and indirectly the condition 
of the left heart. 

Using the indirect method, with the patient 
recumbent and the back of the hand or forearm on 
a level with the right auricle, the author has found 
the average venous pressure in the healthy young 
adult to range between 4 and 6 cm. of water. In 
the peripheral veins there is little if any respiratory 
variation under ordinary conditions. Cheyne-Stokes 
respiration is accompanied by a rise in the venous 
pressure during apnoea and a fall during hyperpnoea. 
Voluntary over-ventilation also leads to a fall in 
the venous pressure. In asphyxia there is no con- 
stant change until cardiac failure leads to an 
increase in the pressure. 

Other factors being equal, lower readings are 
found in women than in men. The pressure tends to 
rise during the day and to fall with rest in bed. 
Elevation of the alveolar carbon dioxide increases 
the venous pressure. The size or prominence of the 
peripheral veins has no bearing on the pressure, 
and the level of this tension is entirely independent 
of the arterial blood pressure as well as of peripheral 
arteriolar dilatation or constriction. 

Middleton studied also the venous pressure in 
cardiac decompensation, following venesection, and 
during general anesthesia. He draws the following 
conclusions: 

1. Venous pressure determinations reflect accu- 
rately the right heart load. 

2. Venous hypertension, excluding local inter- 
ference with venous return and the unusual cases of 
phlebosclerosis, means myocardial failure. 

3. In cardiac decompensation the critical level of 
20cm. of water (a maintained or an ascending curve) 
is an excellent guide to venesection, a valuable 
method of combating failure of the right heart. 

4. Preliminary studies on the course of venous 
pressure in general anesthesia indicate decided 
changes apparently dependent upon respiratory 
influences, physical effort, and carbon dioxide ten- 
sion in the inspired air. Jacos M. Mora, M.D. 


Holman, E. F.: Arteriovenous Aneurism. 
Clin. N. Am., 1928, viii, 1413. 


Surg. 


Holman reports two arteriovenous aneurisms in- 
volving the femoral vessels and one intracranial 


lesion. He emphasizes the careful investigations 
necessary to determine the exact nature of an 
aneurism—whether it is a simple sacculated or an 
arteriovenous aneurism. 

The characteristic features of the lesion are: (1) a 
thrill and bruit continuous throughout the cardiac 
cycle but intensified during systole; (2) a transient 
increase in the blood pressure and a fall in the pulse 
rate when the fistula is closed by digital compres- 
sion; (3) a high content of oxygen in the venous 
blood obtained from the veins near the lesion as 
compared with the oxygen content of blood removed 
from veins remotely situated. 

In cases of arteriovenous aneurism the artery 
alone should never be ligated proximal to the fistula, 
as is so frequently done for the cure of simple aneu- 
rism. Such proximal ligation is contra-indicated 
because of the danger of gangrene of the limb beyond 
the fistuia. 

Arteriovenous communications should be elim- 
inated because of the associated development of 
cardiac dilatation. The operation of choice is quad- 
ruple ligation of the artery and vein proximal and 
distal to the communication followed by excision 
of the fistula. 

The elimination of a fistula may precipitate car- 
diac decompensation incident to overdistention of 
an already dilated heart. To prevent this excessive 
dilatation, venesection may be necessary in the 
course of the operation to withdraw the increased 
volume of blood which has accumulated in the cir- 
culatory system during the existence of the fistula. 

Prolonged care is necessary after the operation to 
prevent myocardial strain from the increase in 
diastolic pressure following the elimination of the 
fistula. Jacos M. Mora, M.D. 


BLOOD; TRANSFUSION 


Filatov, A.: Clinical and Experimental Contribu- 
tions on the Effect of Blood Extravasated into 
the Body Cavities (Klinische und experimentelle 
Beitraege zur Beeinflussung des in die Koerperhoehle 
ergossenen Blutes). Arch. f. klin. Chir., 1928, cli, 
184. 

The author first describes the technique of re- 
infusion. He emphasizes that the blood should be 
removed from the abdominal cavity by means of a 
scoop as when it is removed with a tampon it is 
usually haemolyzed. After its removal he filters it 
through eight layers of gauze. To the filtrate a 4 
per cent citrate solution is added in the proportion 
of 2:1,000. The injection is made into the vein at 
the elbow. The blood must be carefully protected 
against contamination. 

Twenty-six cases of re-infusion are reported. The 
author believes that in the majority of cases re-infu- 
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sion of blood is most beneficial and hastens the 
regeneration of blood. However, a successful result 
cannot be expected when the loss of blood has been 
too great or the patient has been too long in a state 
of acute anemia. 

In several of the cases reviewed there was a re- 
action after the re-infusion, and in o.7 per cent this 
may be regarded as the cause of death. From experi- 
ments carried out on animals to determine the cause 
of these complications the author concludes that 
blood extravasated into the abdominal cavity is de- 
fibrinated but, in contrast to blood defibrinated in 
vitro, is not toxic. Up to sixteen hours, the blood 
in the abdominal cavity is not greatly changed. 
After twenty-four hours, hemolysis sets in, and this 
is the cause of the harmful reactions after re-infusion. 


Blood from the portal vein may also be re-injected 
with harm. WINIWARTER (Z). 


Gramén, K.: Accident: Transfusion of Leukzemic 
Blood. Acta chirurg. Scand., 1928, lxiv, 369. 


The author reports a case in which, seven weeks 
after a blood transfusion, the donor was found to be 
suffering from acute myeloid leukamia. His death 
occurred two weeks later. The recipient, who had 
been treated for a severely bleeding duodenal ulcer, 
died two weeks after the transfusion. 

No similar case has been mentioned in the liter- 
ature. Experiments reported—even those performed 
in four cases of inoperable cancer in man—do not 
indicate that leukemia can be transmitted by blood 
transfusion. 








SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Stegemann, H.: The End-Result in a Case of Em- 
bolism of the Pulmonary Artery Cured by the 
Trendelenburg Operation (Dauerergebnis eines 
durch die Trendelenburgsche Operation geheilten 
Falles von Embolie der Art. pulmonalis). Muenchen. 
med. Wchnschr., 1928, \xxv, 1165. 


The author reports the end-result in a case of 
embolism of the pulmonary artery which was oper- 
ated upon successfully by von Kirschner in 1924 by 
the Trendelenburg method. The examinations were 
carried out over a period of four years with all pos- 
sible aids to internal diagnosis and with the assist- 
ance of internists. ‘The apex-beat curve, electro- 
cardiograms, and jugular and carotid pulse tracings 
are reproduced. As no pathological findings could 
be demonstrated in either the heart or the lungs, 
a complete and permanent cure was obtained. 

STEGEMANN (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Regenbogen, J. H.: The Relief of Stasis in the In- 
flamed Blood Vessel by Means of Alkali (Ueber 
die alkalotische Beseitigung der Stase im entzuen- 
deten Blutgefaess). Frankfurt. Ztschr. f. Path., 1928, 
XXXvi, 280. 

The author’s investigations regarding the relief of 
stasis in inflamed blood vessels by means of alkalies 
were repeated by Merk. Merk found that local 
stasis was relieved not only by injected carbonate 
but also, in non-injected control animals, by simple 
retention of the member in tap water. He therefore 
questions the value of the alkali. 

In reply, the author reports in detail a large series 
of experiments which lead to the conclusion that in 
a manner similar to the direct administration of 
alkali as in his standard experiment, all of Merk’s 
experimental procedures brought about an alkalini- 
zation of the inflamed area indirectly. Such an 
alkalinization is capable of causing recession of the 
inflammatory reaction with relief of the stasis. The 
author therefore sees in Merk’s experiments further 
confirmation of his theory. From the results of both 
investigations he concludes that the cause of in- 
flammatory processes is about to be revealed. 

STEGEMANN (Z). 


Zoeller, C. J.: Vaccination Against Tetanus with 
Tetanus Anatoxin (La vaccination contre le té- 
tanos par l’anatoxine tétanique). Arch. med. mil., 
1928, lxxxix, 65. 


“ven repeated injections of serum do not wholly 
protect against the development of tetanus as the 
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more frequently the serum is injected the more rap- 
idly it is excreted. The author therefore attempted 
to produce a permanent immunity by vaccination 
with anatoxin. Anatoxin is prepared from the toxin 
by treating the latter with formalin and heat (2 
c.cm. of formalin to 1 liter of toxin; from four to 
six weeks in the incubator). The anatoxin is not 
toxic. It has antigenic properties and is precipitable 
and thermostabile. Prophylactic treatment with 
anatoxin protects against several times the lethal 
dose of toxin. ‘The precipitability serves in the 
titration of the anatoxin. 

Human beings are able to tolerate the subcuta- 
neous administration of even 5 c.cm. of anatoxin 
without a reaction. Immunization is begun with the 
subcutaneous administration of 1 c.cm. After four- 
teen days, 2 c.cm. are given. After another week 
it may be demonstrated that 1 c.cm. of blood will 
neutralize from one to ten times the lethal dose of 
toxin. If the second injection is given after four 
weeks, the neutralizing power is increased one hun- 
dred fold, and by a third dose it may be increased 
to even a thousand fold (the tests were made on 
guinea pigs). Large doses of the anatoxin give less 
satisfactory immunity than smaller doses. 

The author suggests that active immunization 
with anatoxin be done in the cases of all persons 
who are exposed to tetanus, such as gardeners, 
riders, and soldiers. In military surgery, protective 
inoculation would be of great value. 

In acute danger of tetanus, serum prophylaxis 
must retain its place, but active immunization may 
be begun at the same time and should protect for 
a year. KREUTER (Z). 


ANZSTHESIA 


Mansfeld, G.: The All-or-None Law of Narcosis and 
the Critique of Hans Winterstein (Das “Alles- 
oder-Nichts” Gesetz der Narkose und die Kritik 
Hans Wintersteins). Arch. f. exper. Path. u. Phar- 
makol., 1928, cxxxi, 268. 


In the author’s long study of the relationship be- 
tween the concentration and the effect of narcotics 
it was discovered that for the indirect excitability of 
muscle and also for all other nervous functions there 
is only one narcotic effect, namely, the complete 
abolition of function, and that for the determination 
of the threshold concentration of a narcotic the usual 
experimental periods are too short. A definite con- 
centration may remain ineffective for several hours 
and then cause a complete reversible paralysis. 

The depth of narcosis was determined quanti- 
tatively from the measurable variations in the re- 
flexes after a known concentration had worked on 
the nervous tissues for a sufficiently long period of 
time. Whereas in non-nervous organs the effect of 
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narcosis is a function of the concentration of the nar- 
cotic, in nervous tissues the law of ‘“‘all or none” 
holds good; that is, when the concentration is 
effective, complete paralysis results. 

Winterstein identifies the all-or-none law of nar- 
cosis with the long-recognized all-or-none law of 
excitation. In spite of this, he states that the in- 
tensity of narcosis varies within certain limits 
directly with the concentration of the causative 
agent. This is contrary to the author’s findings. 

Mansfeld has come to the conclusion that the all- 
or-none law applies only to nervous structures. 
Winterstein explains this by stating that in non- 
nervous structures there is no paralysis of conductiv- 
ity. However, studies on automatic nervous tissue 
(Hecht) have demonstrated that Winterstein’s 
theory is incorrect. On the isolated intestine the 
effect of narcotics did not at all correspond to the 
degree of the narcosis. Even here the all-or-none law 
of narcosis seemed to apply. The same law seemed 
to hold good also in experiments on the respiratory 
center. 

In the last part of his article the author opposes 
Winterstein’s theory that the all-or-none law of nar- 
cosis is the same as the all-or-none law of excitation. 
He believes that investigations in narcosis first led 
to the all-or-none law of excitation. The all-or-none 
law of narcosis applies where the all-or-none law of 
excitation does not apply (autonomic nervous tissue) 
and the all-or-none law of excitation (in muscle 
tissue) is operative where the corresponding law of 
narcosis does not hold good. This fact seems to 
prove that the all-or-none law of narcosis is not 
identified with the all-or-none law of excitation, and 
that the reaction of nerve cells to narcotics is very 
different from that of other cells. Grnewern (Z). 


Franken, H. and Schuermeyer: Collapse and Nar- 
cosis. The Determination of the Volume of 
Circulating Blood in Ether, Avertin, and Acetyl- 
ene Anesthesia and Its Significance (Kollaps 
und Narkose. Ermittlung der zirkulierenden Blut- 
menge bei Aether-, Avertin-, und Acetylen-Narkose 
und ihre Bedeutung). Narkose u. Anaes., 1928, i, 
437: 


The authors carried out experiments to determine 
the variations occurring in the volume of circulating 
blood in narcosis induced by different anesthetics 
and their relation to conditions of collapse. For 
corresponding experiments on human beings they 
chose ether and avertin to lower the blood pressure 
and acetylene to raise it. 

In ether and avertin anzsthesia the fall in the 
blood pressure was paralleled by a decrease in the 
volume of the circulating blood. Therefore the con- 
ditions were those of collapse. In narcylene anes- 
thesia the volume of the circulating blood increased 
with the increase in the blood pressure and the 
effect was that which is sought by the use of the 
usual therapeutic measures in collapse. The condi- 
tion of the circulation brought about by ether 
anesthesia, with its lowered blood pressure and 
decreased volume of circulating blood, is not only 
restored to normal by the subsequent administration 
of narcylene, but is even carried beyond the normal. 

The authors do not say where the stagnant blood 
remains in collapse, but it appears from their state- 
ments that displacement of the blood volume into 
the splanchnic region occurred. 

Franken and Schuermeyer conclude that when an 
operation is imperative in the presence of collapse or 
when collapse is threatened, the anwsthesia should 
be induced with acetylene. CoLtey (Z) 
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ROENTGENOLOGY 


Anderson, C. C.: The Radiological Diagnosis of 
Hydatid Infection. Brit. J. Radiol., 1928, i, 428. 


Hydatid infection is very common in New Zea- 
land. The parasite gains entrance through the 
mouth and the embryo is set free by the digestive 
juices in the upper part of the alimentary tract. It 
burrows through the wall of the bowel and gains 
entrance to the blood stream. ‘Thus it reaches the 
liver and the lungs, and may even enter the systemic 
circulation. When there is sufficient contrast be- 
tween the hydatid cyst and the surrounding tissue, 
the roentgenographic demonstration of the cyst is 
comparatively simple and the interpretation of the 
roentgen findings is not especially difficult. How- 
ever, in all cases it is necessary to know that the 
patient has lived in a sheep-raising country or has 
had contact with animals, especially dogs. ‘The final 
diagnosis depends upon the serological test. 

When the affection occurs in the thoracic cavity 
or in the skeleton, there is sufficient contrast be- 
tween the density of the cyst and the surrounding 
tissue to reveal the presence of the cyst. When the 
cyst occurs in the liver, the resulting irregularity of 
the dome of the diaphragm calls attention to its 
presence. When the cyst is in the-abdomen itself 
the diagnosis is difficult. Often its presence is re- 
vealed only by displacement of the viscera. Pneumo- 
peritoneum has been advocated as a diagnostic pro- 
cedure, but its use in cases of hydatid cyst involves 
considerable risk. The roentgen sign of a cyst in 
the lung is a circular, ovoid, or elliptical shadow of 
homogeneous density. If the condition is compli- 
cated by sepsis, its differentiation from pulmonary 
abscess is impossible. For its localization, roentgeno- 
grams in both the postero-anterior and the lateral 
planes are necessary. CuHartes H. Heacock, M.D. 


Glasser, O., Portmann, U. V., and Seitz, V. B.: 
The Condenser Dosimeter and Its Use in 
Measuring Radiation Over a Wide Range of 
Wave Lengths. Am. J. Roentgenol., 1928, xx, 505. 


Many problems in present-day radiation dosi- 
metry cannot be solved satisfactorily with the avail- 
able dosage instruments. The condenser dosimeter 
was devised to meet the need for an instrument 
involving modified measuring methods. It consists 
of two parts: (1) a condenser to which an ionization 
chamber is attached, and (2) a string electrometer of 
improved type, including a static charger. For dos- 
age measurements, the former is electrically con- 
nected with the latter and the whole system is 
charged to a known potential which is indicated on 
the electrometer scale. The condenser unit is then 
removed and placed with its ionization chamber in 


the field of radiation to be measured. After exposure 
for a specified time the condenser unit is again re- 
turned to the electrometer and the loss of charge is 
read directly on the scale. Measurements thus ob- 
tained may be converted into R-units by a known 
formula. Practical applications are described in 
detail, and various experiments and tests are cited. 
Surface and deep doses were measured with the 
instrument over a wide range of wave lengths and 
the results tabulated. 

In addition to the uses outlined, the condenser 
dosimeter is extremely well adapted for protection 
measurements since the condenser unit can be left 
in position over an extended period of time during 
which the stray radiation is to be measured. Roent- 
genographic exposure and roentgenoscopic times can 
also be conveniently determined with this instru- 
ment. ApotpeH Hartunec, M.D. 


Evans, W. A., and Leucutia, T.: The ‘‘Massive’’ and 
‘“*Hypermassive’’ Radiation in the Treatment 
of Skin Cancer. Brit. J. Radiol., 1928, i, 396. 


The authors review the development of the roent- 
gen-ray treatment of cancer of the skin and divide it 
into four periods: (1) the period of “burns”’; (2) the 
period of fractional treatments; (3) the period of 
combined methods; and (4) the period of massive or 
hypermassive radiation. 

The massive or hypermassive dose is of sufficient 
strength to produce a direct destructive action. No 
reliance is placed on any indirect effects or on the 
secondary tissue reactions produced by the radiation. 
The amount of radiation necessary to produce a 
massive dose is from 100 to 200 per cent of the skin 
unit dose (a good erythema dose in the normal skin), 
A hypermassive dose is several skin units. This 
massive dose need not necessarily be given at one 
time, but the fractional massive dose differs from the 
true fractional dose in that an erythema is produced. 
The true fractional method is contra-indicated in 
cancer of the skin. The authors prefer to give the 
massive dose at a single application. For small 
superficial lesions they employ the hypermassive 
dose, but for larger lesions they use the massive 
dose, which is safer. 

The first requisite of massive and hypermassive 
roentgen-ray therapy is a primary destructive 
(cytocaustic) effect of the roentgen rays on the car- 
cinoma cells. The second is preservation of the nor- 
mal cells surrounding the carcinoma. These two 
postulates, of fundamental importance, govern the 
technique employed in the treatment of the differ- 
ent forms of carcinomata. They are directly re- 
sponsible also for our rather arbitrary classification 
of skin cancers into the following groups: (1) small, 
superficial, nodular or ulcerated lesions from 1 to 
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5 cm. in diameter, (2) medium ulceronodular lesions 
from 5 to 10cm. in diameter, (3) fungous lesions, the 
chief characteristic of which is proliferation above 
the skin level, (4) large superficial, ulcerated lesions 
10 cm. or more centimeters in diameter but only 1 or 
2 cm. in depth, (5) large, deep ulceronodular lesions 
10 cm. Or more centimeters in diameter and more 
than 2 cm. in depth. 

There is no doubt that the hypermassive method 
represents today the best method in the treatment 
of cancers of the skin, especially when the lesion is 
in its incipient stage and no other method of treat- 
ment has been used. Most roentgenologists agree 
that the incidence of permanent cure is more than go 
per cent. CuarLes H, Heacock, M.D. 


MISCELLANEOUS 


Findlay, G. M.: Ultraviolet Light and Skin Can- 
cer. Lancet, 1928, ccxv, 1070. 


The frequency of skin cancer among persons en- 
gaged in outdoor occupations and in countries and 
locations with much sunlight and the fact that the 
common sites of the lesion are areas of the body 
which are exposed to the light suggested to Findlay 
that sunlight, particularly ultraviolet light, might 
be of importance in the genesis of cancer of the skin. 

In experiments on mice in which the animals were 
exposed to a mercury-vapor lamp with a spectrum 
said to range from 2,coo to 10,140 A.u., it was found 
possible to produce papillomata and malignant 
epitheliomata of the skin by exposure to the ultra- 
violet light for a period of not less than eight months. 
Mice which were tarred and exposed to the ultra- 
violet light developed cancer in a shorter time than 
mice treated with either the tar or the ultraviolet 
light alone. GERTRUDE Bearp. 


Martin, W.: Physical Measures as an Adjunct to 
Surgery. J. Med. Soc. N. Jersey, 1928, xxv, 671. 

Doran, W. G.: Physical Therapy Aids in Fracture 
and Orthopedic Cases. J. Med. Soc. N. Jersey, 
1928, xxv, 676. 


MartTIN confines his discussion to the various 
forms of light and electrical currents. He has 
found that the use of the static wave current and 
diathermy greatly shortens the period of disability 
in cases of sprains; that open wounds heal more 
promptly when they are treated with some form of 
light; and that paralysis is benefited by the in- 
telligent application of galvanism. 

He believes that the early use of electrical cur- 
rents in the treatment of fractures has not been 
properly investigated by surgeons, and that it will 
greatly reduce the after-treatment necessary. 

He recommends physical measures both before 
and after surgery in many chronic abdominal 
conditions. 

Doran discusses the treatment of acute pain in 
the shoulder, acute foot strain, and_ peripheral 
nerve injuries by electrotherapy, heat, light, hydro- 
therapy, rest, exercise, and posture. He emphasizes 
the necessity of distinguishing between an articular 
sprain and a fracture sprain as each requires a 
different form of treatment. 

An important part of the article deals with the 
treatment of fractures by physical therapy. The 
injury to the soft structures as well as injury to the 
bone is considered, and the treatment before and 
after fibrous union is described. Doran states that 
function of the limbs is best restored by exercises 
under the supervision of a competent instructor. 
In conclusion he emphasizes the importance of 
coéperation between the surgeon and the technician. 

GERTRUDE BEARD. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Bowen, B. D., Vaughan, S. L., and Koenig, E. C.: 
The Relation of Liver and Gall-Bladder Disease 
to Diabetes, with a Report of Liver-Function 
Tests and Cholecystography in a Group of 
Cases of Diabetes and Alimentary Glycosuria. 
Bull. Buffalo Gen. Hosp., Buffalo, N. Y., 1928, vi, 41. 


The results of liver-function tests and a study of 
gall-bladder function by cholecystography which 
were made by the authors in cases of diabetes and 
cases of alimentary glycosuria were too inconsistent 
to justify definite conclusions, but they appeared to 
be positive more frequently in the cases of diabetes 
than in those of alimentary glycosuria. The authors 
suggest that there may be a relation between chole- 
cystic disease and positive liver-function tests in 
diabetes. If the liver was at fault in the cases of 
alimentary glycosuria, this could not be demon- 
strated by the tests used. 

In the majority of the cases studied, the retention 
of phenoltetraiodophthalein sodium was slightly 
higher than that established by Graham as normal. 

Autopsy statistics show but a slightly higher inci- 
dence of gall stones in diabetics than is found at rou- 
tine postmortem examinations. 

The evidence that cholecystitis may be a cause of 
diabetes does not appear to meet all the require- 
ments necessary to establish such a relationship. 

Joun H. Gartock, M.D. 


Bennett, T. I., and Poulton, E. P.: Raynaud’s Dis- 
ease Associated with Cancer of the Stomach. 
Am. J. Med. Sc., 1928, clxxvi, 654. 


The authors report the case of a man sixty years 
of age who complained of sensitiveness to cold in his 
hands and seemed to present the typical picture of 
Raynaud’s disease. As a child, the patient had 
suffered from chilblains. 

Treatment with faradism and later by intravenous 
injections of radium emanations was unsuccessful. 
For the relief of the pain, morphine was necessary. 
Taylor removed the right inferior cervical sympa- 
thetic ganglion and was proceeding to perform 
periarterial sympathectomy on the left radial and 
ulnar artery when the patient died. 

Autopsy revealed a large carcinoma on the lesser 
curvature of the stomach near the cesophageal open- 
ing. The removed cervical ganglion contained carci- 
noma cells of gastric origin. 

The authors have been able to find the report of 
only one other case of cancer of the stomach asso- 
ciated with Raynaud’s disease. They believe that 
the cancer cells in the ganglion are the cause of the 
Raynaud’s disease. Cart R. SremnkE, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Hueper, W. C.: Agranulocytosis (Schultz) and the 
Agranulocytic Symptom Complex. Arch. Juni 
Med., 1928, xlii, 893. 

Agranulocytosis usually begins suddenly during 
good health with a continuously high fever, a fast 
irregular pulse of poor quality, malaise, dysphagia, 
and dyspnoea. Chills may occur, and soreness of the 
throat develops within three or four days. In about 
50 per cent of the cases there is slight jaundice. 
Other more general symptoms may occur and death 
results after coma for from two to seven days. In 
other cases the condition may have a more chronic 
course lasting for several weeks and showing re- 
missions, but it is usually fatal. Only six recoveries 
are on record. 

In the beginning, the tonsils are enlarged and 
reddened and show white or yellowish plugs. Soon 
they become covered by a dirty coat which, on re- 
moval, leaves an ulcerated surface. Sloughing may 
occur and spread, and foctor is present. Hamorrhage 
is rare. ‘The glands in the region involved are large 
and tender. In the late stages, general examination 
may show bronchopneumonia, enlargement of the 
liver and spleen, and anal and vaginal ulcerations. 
In about 10 per cent of the cases, bacteriological 
examination of the throat has revealed fusospirillosis. 
The most important findings are those of the blood 
examination. The leucocytes decrease toward death 
to from 1,500 to 100 per cubic millimeter. ‘The 
granulocytic cells decrease first and may disappear 
entirely. Immature forms are not present, but de- 
generative forms may be found. The monocytes 
may be temporarily increased. The erythrocytes, 
thrombocytes, and haemoglobin and the coagulation 
and bleeding times are normal or show only slight 
changes. The Widal and Wassermann reactions are 
unchanged. Blood cultures are positive in only about 
10 per cent of the cases. The organisms found are 
variable. 

The necrosing process may vary from a few spots 
in the mouth to deep gangrenous destruction of the 
oesophagus and larynx. On microscopic examination 
the ulcers are seen to have three layers: (1) a necrotic 
top layer, (2) a necrotic layer extending into the 
muscles in which the cellular outlines are still pre- 
served and there are streaks of bacteria, thrombotic 
vessels, and clotted blood but no leucocytes; and (3) 
an oedematous layer of living and necrotic tissue. 

Hemorrhages and exudate are found in the lungs, 
pleura, heart, and pericardium. The absence of 
leucocytes in these foci is remarkable. In the digest- 
tive tract, ulcers are frequently present. ‘The liver 
may show enlargement, cloudy swelling, fatty 
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degeneration, and multiple foci of necrosis. A minor 


swelling of the spleen is common. The lymph nodes, 
especially those in the region of the involved area, 
show enlargement with atrophy of the follicles and 
proliferation of the reticulo-endothelial cells. 

The disease occurs more frequently in women than 
in men and is most common between the thirtieth 
and fiftieth years of age. It is apparently not 
contagious. 

Temporary improvement has followed repeated 
large transfusions, and recovery has sometimes re- 
sulted from the use of a polyvalent anti-streptococcus 
serum and stimulating doses of X-ray irradiation to 
the long bones. 

The condition has been ascribed to endocrine dis- 
turbance. By some, it is believed to be related to 
acute leukwmia. According to the theory most 
generally accepted, it is an infectious process. 

In the diagnosis it must be differentiated from: 
(1) diseases showing agranulosis and oral necrosis, 
such as influenza and typhoid, septicemia, acute 
leucopwnic leukemia, and aleukwmia (Ehrlich); (2) 
conditions showing agranulosis but no oral necrosis, 
such as abdominal Hodgkin’s disease, pernicious 
anemia, miliary tuberculosis, and arsenic and 
benzene poisoning; and (3) diseases with oral ne- 
crosis but without agranulosis, such as diphtheria, 
Vincent’s angina, and monocytic angina (Schultz). 

Influenza and typhoid differ in their course, bac- 
teriology, and pathology. Acute leucopznic leu- 
kimia is characterized by a hemorrhagic diathesis, 
secondary anemia, thrombopznia, and lengthened 
bleeding time. Diphtheria may closely resemble 
essential agranulocytosis but differs in its hamato- 
logical, bacteriological, and pathological character- 
istics. Monocytic angina (Schultz) occurs in younger 
persons and is characterized by necrosis restricted 
to the tonsils, an increase in the white cells, and an 
increase in the monocytes from 6 to 78 per cent. It 
is contagious and seldom fatal. 

James B. Brown, M.D. 


Birkhaug, K. E.: The Etiology of Erysipelas. Ann 
Int. Med., 1928, ii, 524. 


Birkhaug first reviews the clinical history of 
erysipelas. He reports that in 90 per cent of cases 
of this condition he has isolated a specific type 
of streptococcus hemolyticus. The organism was 
identified by agglutination, agglutinin absorption, 
and animal protection tests. In experiments on rab- 
bits, erysipelas invariably developed when the 
organism was applied to the skin. Immune erysipe- 
las serum protected susceptible animals against the 
localized erypsipelas and the septicaemia which are 
ordinarily induced by intravenous injections of 
streptococcus erysipelatis. With the isolated toxins, 
skin reactions similar to those of the Schick and Dick 
tests were elicited. Antitoxic principles which 
neutralized the specific toxins were found in the 
blood serum of patients with erysipelas. 

An erysipelas antitoxin which was made for 
clinical use gave very good results, especially when 


it was employed during the first three days of the in- 
fection. Of sixty-eight susceptible persons who were 
treated with this antitoxin to increase their im- 
munity, only one had a recurrent attack of the 
infection. WituiaM A. Brams, M.D. 


Jacobson, H. P.: Coccidioidal Granuloma. Califor- 
nia & West. Med., 1928, xxix, 392. 

Jacobson discusses the treatment of coccidioidal 
granuloma with colloidal copper and reports four 
cases, bringing the total number of cases now on 
record up to ninety-two. 

The author’s first case was that of an acutely ill 
negro thirty-nine years old who had several fluctuat- 
ing masses below the left clavicle and sternal region 
from which pus containing the coccidioides immitis 
was aspirated. Marked improvement followed four 
injections of colloidal copper. 

In Case 2, injections of colloidal copper reduced 
a coccidioidal mass in the ankle and wrist. 

In Case 3 there were subcutaneous abscesses 
which were especially numerous in the supraclavi- 
cular and sternal regions. No improvement resulted 
from the copper treatment. Autopsy revealed a 
generalized coccidioidal granulomatosis. 

In Case 4 there were abscesses on the backs of 
both hands which showed marked improvement 
under treatment. 

The manner in which the copper acts is not known. 
However, as favorable results apparently depend 
upon a cumulative effect, the injections must be 
administered regularly and over a long period of 
time. One of the author’s patients had a relapse 
after the treatment had been discontinued for four 
months. 

In spite of the virulence of the organism, there 
are no recorded instances of direct transmission of 
coccidioidal granuloma from person to person or 
from animal to animal. In studies on guinea pigs 
made to determine the manner in which the condi- 
tion is transmitted, the author found that the ani- 
mals did not develop the disease when they were 
fed food that had been exposed to infection by in- 
fected animals or when they were themselves exposed 
to contact with infected animals. 

Jacobson believes that an intermediate host— 
probably an insect—is responsible for the transmis- 
sion of the condition as in all of his patients the 
disease began with an insignificant papule or coede- 
matous congestion on an exposed part of the body 
which may have been an insect bite. 

Harry C. Sattzstern, M.D. 


EXPERIMENTAL SURGERY 


Poulton, E. P.: An Experimental Study of Certain 
Visceral Sensations. Lancet, 1928, ccxv, 1223. 


In the author’s experiments a toy balloon was in- 
troduced into the oesophagus and inflated with air 
by means of a catheter. A T-tube allowed the con- 
nection of a manometer with a kymograph and a 
water reservoir to supply variations in pressure 
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within the rubber bag. On filling, the bag became 
fusiform and the pressure measured indicated the 
pressure within the oesophagus. 

Visceral pain was found to be due to stretching 
with consequent deformity of the nerve endings in 
the walls of the viscus. This accompanied a rise in 
the diastolic pressure or tone of the viscus. If the 
posture was increased so that the bag could be more 
readily accommodated, pain sensation ceased. Dur- 
ing systolic contraction the pressure in the bag 
sometimes increased, but the tension on the nerve 
endings fell because the diameter of the viscus de- 
creased. Pain was absent but recurred as the wave 
passed and the diameter of the bag again increased. 

This phenomenon was further established when 
two rubber bags were introduced into the cesophagus, 
one above the other, and compressed in turn by each 
peristaltic wave. The waves were not the result of 
swallowing and were unnoticed by the patient, an 
example of secondary peristalsis. In further experi- 
ments, a barium-coated bag placed in the lower 
cesophagus was inflated with water to a pressure of 
40cm. and a rubber bag was placed above it to record 
the passing of peristaltic waves. Pain was felt at 
once and was most severe during contractions. Dur- 
ing swallowing, the pain became worse and there 
was a contraction wave lasting twenty-seven sec- 
onds. When the rubber bag was placed below the 
incompressible bag, pain was noticed as before, but 
the lower bag recorded only an increase in diastolic 
pressure with no peristaltic waves. This was not due 
to compression of its tube, as normal respiratory 
variations were noted. The author explains increased 
pain during peristalsis by the fact that the diastolic 
pressure remained constantly at 40 cm. except during 
the middle of the wave when it was relieved for an 
interval by the contraction of the muscular walls. 

Similar findings were made in the case of the 
stomach. Many clinical cases of gastric and duo- 
denal ulcer were studied with special reference to 
the production of pain by the presence of gastric 
contents injected into the oesophagus, in which no 
pain was produced. Visceral pain is an affair of the 
whole visceral wall and not an isolated part of it, 
and peptic ulcer produces painful effects secondarily 


by causing a reflex increase in tone. The author’s 
findings and those of other investigators seem to 
show that a direct peristaltic action relieves visceral 
pain, but that the pain recurs when the tension on 
the nerve endings becomes re-established during 
peristaltic relaxation. Wii J. Pickett, M.D. 


Emerson, W. C.: The Effect of Ether Anzsthesia 
and Shock on the Calcium of the Blood. J. 
Lab. & Clin. Med., 1928, xiv, 195. 

Emerson studied the effects of ether anesthesia, 
asphyxia, pulmonary hyperventilation, and shock on 
the serum calcium of dogs and concludes as follows: 

1. There is an increase of 18 per cent in the serum 
calcium of the blood following ether anesthesia. 

2. There is an increase of 20 per cent in the serum 
calcium of the blood following asphyxia. 

3. There is a slight decrease in the serum calcium 
of the blood following anesthesia with hyper- 
ventilation. 

4. A slight amount of asphyxia during ether 
anesthesia is of value as it tends to raise the serum 
calcium content of the blood and thereby shorten 
the coagulation time. 

5. Shock has no effect upon the serum calcium of 
the blood. Jacos M. Mora, M.D. 


HOSPITALS; MEDICAL EDUCATION 
AND HISTORY 


MacEachern, M. T.: How Social Service Supple- 
ments Treatment. Mod. Hosp., 1928, xxxi, 89. 


The primary function of the social service depart- 
ment of a hospital should be to assist the doctor in 
the scientific care of the patient through medico- 
social case study. Its secondary functions should be 
to assist the administration of the hospital to a 
better understanding of the social conditions of the 
patient, induce the patient to continue treatment, 
relieve the patient of physical and mental worries, 
coéperate with the public health authorities in pro- 
moting better community relations, and coéperate 
with schools of nursing and universities in the 
education of the student nurse and social worker. 

J. Frank Doucuty, M.D. 
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EDITOR’S COMMENT 


cases of intestinal obstruction treated at 
the Charity Hospital and the Touro Infir- 
mary at New Orleans (p. 528) is another helpful 
contribution upon a subject of universal interest 
and ever-increasing importance. In his clear-cut 


TE ‘seamnot comprehensive study of 343 


presentation of the clinical picture the author, 


emphasizes the importance of pain as a cardinal 
symptom; he points out again the fact that con- 
stipation and distention are absent in one-half 
of the cases, and states that of the cases reviewed, 
none presented all the “classical” symptoms. An 
interesting finding in the series reviewed was that 
the mortality following operations performed 
under local anesthesia was 30 per cent higher and 
the mortality following operations performed 
under spinal anesthesia 20 per cent higher than 
that following operations under general anesthe- 
sia. The author does not, however, indicate 
whether local and spinal anesthesia were used 
predominantly in the cases of patients seen late in 
the course of the disease and those of patients 
who were considered poorer surgical risks. 

Wilkie’s views as to the indications and value of 
gastro-enterostomy (p. 527) are clearly set forth 
in a recent paper in SURGERY, GYNECOLOGY AND 
OssTETRICS (Jan., 1929, p. 79). Essentially, he 
agrees with the views expressed by Moynihan, one 
of whose recent papers was reviewed in the last 
issue of the Abstract (May, 1929, p. 432). As is 
well known, the conservative stand which 
Moynihan, Wilkie, Paterson, and other British 
surgeons have persistently maintained with refer- 
ence to the surgical treatment of gastric ulcer, and 
more particularly of duodenal ulcer, is in rather 
marked contrast with the trend toward radical 
resection so pronounced on the Continent. If a 
sufficient number of the many patients who have 
undergone radical resection in the past decade can 
be followed for a ten- and fifteen-year period, we 
may soon have definite criteria by which to judge 
the comparative value and effectiveness of the 
different methods of surgical treatment which 
have been advocated for the cure of gastric and 
of duodenal ulcer. 

In this connection Galli and Polacco’s experi- 
mental investigation of the results of Latarjet’s 


method of gastric denervation and of Schiassi’s 
method of division of the vagi and sympathetic 
fibers of the stomach (p. 526) is of interest. A 
certain percentage of the dogs which were sub- 
jected to extensive denervation operations devel- 
oped gastric ulcers demonstrable by the X-ray 
and proved at necropsy. 

An interesting paper on meningeal hemorrhage 
in the newborn with a discussion of the important 
etiological factors (Pigeaud, p. 542) and another 
reviewing the facts in four cases of meningeal 
hemorrhage following spontaneous delivery (An- 
dérodias and Dervillée, p. 542) are abstracted in 
the section devoted to obstetrics. It is of interest 
that among thirteen cases of meningeal hamor- 
rhage found by Pigeaud at autopsy, six followed 
spontaneous and normal labors. Of the thirteen 
cases, four showed lesions of congenital syphilis; 
in four others the diagnosis of syphilis seemed 
certain; in only three cases was death attributed 
to the traumatism of labor. In autopsies per- 
formed on fetuses of four or five months with the 
membranes intact, Pigeaud found meningeal 
hemorrhage in six cases. 

Tumors involving glands of internal secretion 
and giving rise to symptoms resulting from the 
excessive secretion of such glands are being 
recognized with increasing frequency. Hick’s 
report of a case of adenoma of the adrenal 
cortex associated with marked pigmentation, but 
not, in this case, with virilism (p. 544), is an 
interesting addition to the group of cases. Cap- 
pell’s report of a case of retroperitoneal gang- 
lionic neuroma successfully removed (p. 520) is 
also of unusual interest. 

Howes, Sooy, and Harvey’s experimental 
studies of the rate of healing of incised wounds in 
skin, fascia, muscles, and stomach (p. 569); 
Kleinberg’s report of the results of operative 
fusion of the spine in structural scoliosis (p. 556); 
Lindquist’s report of four cases of abscess of the 
liver following appendicitis (p. 532); Hellstrém’s 
report of two cases of choleic acid enteroliths 
(p. 531); and Graham’s discussion of the signifi- 
cance of changed intrathoracic pressure (p. 525) 
are only a few of many other interesting abstracts 
in this month’s issue of the ABSTRACT. 
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